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Swaney, Gyda, PhD

Clinical Psychology

A Program Evaluation of the Mental Health Program, Tribal
Health and Human Services, Confederated Salish and Kootenai
Tribes (121 pp.)
Director:

James A. Walsh,

An evaluation of the Flat!
sntal Health Program was
undertaken to better understand this type of program, and on
the assumption that identifying factual and descriptive
information about the Program would assist and aid decision
making and program planning.
All files of clients referred to the Mental Health Program
in fiscal years 1990, 1991, and 1992 were examined and
demographic information (age, sex, community, resources) was
extracted.
In addition, the referral source, presenting
problem, Team Staffing's recommendation (and rating when
available), provider to whom referred, acceptance or nonacceptance of that referral, length of time in therapy, and
estimated cost of therapy, were all identified and coded.
Referrals related to alcohol or chemical use, abuse, and
dependence were tallied, as were referrals coming from
physicians, emergency rooms, probation officers, courts, and
law enforcement officers, in an effort to identify "costs"
to Indian Health Service and the Tribes. Of particular
interest was the "cost" of domestic abuse and sexual abuse.
Finally, information regarding suicidal ideation, gestures,
attempts, and completions was tabulated.
Based on a compilation and analysis of these data, a
critical analysis of the Flathead Mental Health Program was
done and a set of recommendations presented.
A major recommendation is that program use/cost
information be routinely tallied, because prior to the
compilation of these data the Mental Health Program had no
baseline date from which to plan programs based on
need/demand, no factual data to report to the contracting
agency (i.e., the Indian Health Service or United States
Government) , and no base from which to make recommendations
to both Tribal and Federal administrators. The implications
of these findings are discussed for both decision making and
program planning, recommendations for future research are
made and the strengths and weaknesses of the study are
identified.
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Chapter One
Introduct ion
The purpose of this research is to conduct/provide a
program evaluation of the Mental Health Program of the
Confederated Salish and Kootenai Tribes.

To the author's

knowledge, this effort is the first of its kind nationally
and provides a factual basis for a critical reevaluation of
the provision of mental health services on both the Flathead
Reservation and on reservations throughout the United
States.

Because health services on Indian reservations are

so mired in history, a brief historical review is in order.
Historical Background
The Flathead Reservation, home of the Confederated
Salish and Kootenai Tribes, was established on July 16,
1855, with the signing of a peace treaty with the Governor
of the Washington Territory at a treaty council near the
present town of Missoula, Montana.

The Hell Gate Treaty set

aside the boundaries of the present reservation as well as a
portion of the Bitterroot Valley for the Salish.

The

language of the treaty made the reservation of the
1
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Bitterroot Valley conditional on the opinion of the
President of the United States.
[T]he Indians who signed expecting to
have the valley did not realize how
conditional the clause was.

The

President did not agree to it (Trosper,
1974, p. 2).
In 1871 the government ordered Charlo's band in the
Bitterroot Valley to relocate to the Jocko Valley and join
other Salish bands (the Lower Pend d'Oreille and the
Kalispels) and the Kootenai Tribe on the reservation
(Planning Support Group, Bureau of Indian Affairs, 1978) .
The ensuing controversy involving the Bitterroot Salish, led
by Chief Charlo, and the United States government lasted
from the 1860s until the 1890s.

In 1891 Charlo lost the

battle to keep the land in the Bitterroot that his father
thought had been reserved and was moved onto the Flathead
Reservation.
Salish elders describe this "removal" or "escort" as a
forced march at gun point.

Children were tied on horses for

their own safety because the soldiers threatened to shoot
and kill if the Indians turned back.

So, singing a "funeral

dirge," or more probably a mourning song, the Bitterroot
Salish marched with all their belongings toward their new
home, the Flathead Reservation.

When they arrived at

Schley, just across the Reservation boundary, the caravan

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

stopped and the people put on their very best attire.

It is

said that they rode down proud into their new home (Sacred
Encounters, 1993).
The Flathead Reservation is held in trust by the United
States for the Tribes, and the Tribes exercise sovereignty
in its governance, having been recognized in the Treaty as
constituting "the Flathead Nation."

The Tribes ceded all

lands except those reserved in the treaty in exchange for
$120,000, and provisions in the treaty called for an
agricultural and industrial school, a blacksmith's shop, a
carpenter's shop, a wagon and ploughmaker's shop, a saw
mill, a flouring-mill, and a hospital (see Appendix A:
Treaty with the Flatheads, Etc., 1855).

The Hellgate Treaty

provides the basis for the United States' ongoing legal
obligation to provide health care for the Tribes.
In a United States Department of Health, Education, and
Welfare publication (Cohen, 1972), it is noted that
of almost 400 treaties negotiated with
Indian tribes from 1778 to 1871, about
two dozen provided for some kind of
medical services.

Although most

treaties imposed time limits of 5 to 20
years for provision of care, the Federal
Government adopted a policy of
continuing services after the original
benefit period expired"

(p. 30).
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The provision for health care of American Indian people is
part of a long relationship that stems from the early years
of the United States and is based on treaties, legislative
acts, and executive orders (Cohen, 1972; Deloria & Lytle,
1984; Hearing before the Subcommittee on Health &
Environment, 1986; Jorgensen, 1984) .

However, as was the

case with so many treaty promises, the United States has not
fulfilled this obligation.

In fact, in the early decades of

the Reservation, formal health care was non-existent except
for the missionary medical services of the Catholic Church.
Eventually, the Tribal government itself began to subsidize
these services, in something of a capitation mode, by paying
the Church a flat fee for health care of Tribal members
(Flathead Health Care Reform Project, 1993).
Treaty Period (1776-1870).

American Indian affairs

were of utmost importance to European nations as they sought
land from, and trade with, North American Indians.

Shortly

after the Constitution was ratified, the Indian Department
was established by the Ordinance of 1786 for the purpose of
administering military, trade, and political relations with
the United States of America.

It was located in the War

Department, and its primary tasks were to attend to the
treaty obligations and regulate Indian trade.
In 1824 the Secretary of War created the Bureau of
Indian Affairs, and in 1934 a law was enacted officially to
create and define its responsibilities and personnel
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(e.g., treaties and their administration, appropriation of
annuities, requisitions, financial operations, trade,
supervision of superintendents and agents) .
the Indian Department was tri-level:
local.

From its onset

federal, regional, and

In 1830, the United States Supreme Court described

Indian tribes as "domestic dependent nations"

(Deloria and

Lytle, 1984, p. 17) and characterized their relationship
with the federal government as one that "resembles that of a
ward to his guardian"

(Hearing before the Subcommittee on

Health and Environment, 1986, p. 10).
In 1848 the Secretary of the Interior pointed out that
the nation's expansion would cause "collisions which should
receive a peaceful solution" and subsequently recommended
the Department of Indian Affairs be moved from the War
Department; in 1849 it was moved to the Department of the
Interior.
Reservation Period (1871-1886).

A rider to the 1871

Appropriation Act established that Indians would no longer
be "acknowledged or recognized as an independent tribe of
power with whom the United States may contract by treaty"
(Deloria and Lytle, 1984; Jorgensen, 1986), and Congress
began to deal with Indians by statute.

This Act not only

terminated treaty-making with Indians, but changed policy of
dealing with Indians from bilateral, international affairs
to unilateral, domestic affairs (Brod, 1990).
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The reservation policy allowed Indians to reserve for
themselves portions of land when they ceded the major
portion of their lands to the federal government.

This

policy was acceptable to Indian people as long as there was
a large supply of land.

Governmental policy provided for

Indians to live within the boundaries of a reservation; and
the reservations were established by treaties, congressional
acts, and executive orders.

Trosper (1974) states that

Indians were largely confined to reservations as a method of
reducing conflict on the frontier.

He goes on to indicate

that because the Flathead Reservation had had an Indian
agency for decades, it was used as an area to which other
small bands were moved as whites filled up the country in
Idaho and western Montana.

During 1875 and 1876 off-

reservation Indians were considered hostile by the United
States government and were returned, by force if necessary,
to their reservations (Brod, 1990).
Within the boundaries of reservations, more and more
pressure was put on Indians to divide up their reservation.
In 1889, the Agent on the Flathead Reservation reported:
Ct] he Indians are scattered over the
full extent of the reservation, and have
their homes and farms in the various
agricultural valleys.

They fence in the

quantity of land they desire to
cultivate, and the boundary of each one
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is respected.

Owing to the prejudices

of the several chiefs and of the headmen
of the tribes, a large majority of the
Indians of the Flathead Reservation are
yet averse to taking of land in
severalty . . . .

The older members of

the tribes, and also the young men who
have not received any of the advantages
of education, go to swell the majority
against land in severalty, because they
are loath to give up their savage
customs.

They say at councils and at

their fireside talks that the residue of
the land will be sold by the Government
to white settlers, thus breaking up
their reservation and mixing the Indians
up promiscuously with the whites (U. S.
Department of the Interior, Office of
Indian Affairs, Annual Report of the
Secretary of the Interior. 1889.
Washington:

Government Printing Office,

1889, p. 230, in Trosper, 1974).
Allotment Period (1887-1933).

In 1887 Congress

approved the General Allotment Act, also called the Dawes
Act, in an effort to "civilize" the Indians (Deloria and
Lytle, 1984, p. 117).

Canby (1988) and Trosper (1974)
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identified three factions that supported the allotment
policy: those who were convinced that Indians needed the
institution of private property, those who wanted to
decrease the budget of the Indian Office, and those who
wanted the extra land which would become available.
Otis (in Trosper, 1974) cites a 1885 statement of
Senator Dawes of Massachusetts, pointing out that Dawes both
"recognized that Indians had a functioning property system
and urged that it be abolished" (p. 21) .
The head chief told us that there was
not a family in that whole nation [one
of the Five Civilized Tribes] that had
not a home of its own.

There was not a

pauper in that Nation, and the Nation
did not owe a dollar.

It built its own

capitol . . . and it built its schools
and its hospitals.

Yet the defect of

the system was apparent.

They have got

as far as they can go, because they own
their land in common.

It is Henry

George's system, and under that there is
no enterprise to make your home any
better than that of your neighbors.
There is no selfishness, which is at the
bottom of civilization.

Till this

people will consent to give up their
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lands, and divide them among their
citizens so that each one can own the
land he cultivates, they will not make
much more progress (Otis, D. S.

[1973].

The Dawes Act and the allotment of
Indian land.

Norman:

University of

Oklahoma Press, pp. 10-11, in Trosper,
1974) .
In 1901, Theodore Roosevelt stated that in his opinion
and judgment
the time has arrived and we should
definitely make up our minds to
recognize the Indian as an individual
and not as a member of a Tribe.

The

General Allotment Act is a mighty
pulverizing engine to break up the
Tribal mass.

It acts directly upon the

family and upon the individual.

. . .

(U. S. Congress, 1969, p. 150) .
With policymakers writing and thinking in this way, it
is no surprise then, that during this period each adult
Indian was accorded between 20 and 60 acres, and land not
allotted was considered excess and sold by the Bureau of
Indian Affairs.

In 1904, Dixon introduced the bill which

opened the Flathead Reservation (Trosper, 1974) , and, in
1910 the Flathead Reservation was opened for settlement to
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non-Indians.

The Court of Claims was later to find that

this Act had created a "taking of property under the Fifth
Amendment" and that the Act was a "clear violation" of the
1855 Treaty (Trosper, 1974) .
In a letter dated August 1, 1908, the Acting
Commissioner wrote:
When Governor Stevens made his treaty
with the Flathead, Kootenay, and Upper
Pend d'Oreille Indians on July 16, 1855,
conditions were altogether different
from what they are today.

The lands

that were given to you were of small
value, and the settlers were few.

Now,

however, the people have increased in
numbers, and they must have land in
order to live and support their
families.

You and I must bow to the

laws which Congress in its wisdom sees
fit to enact.
On January 5, 1903, the Supreme
Court of the United States, which is the
highest judicial body in our country,
said that-'The power exists to abrogate
the provisions of an Indian
treaty, though presumably such
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power will be exercised only
when circumstances arise which
will not only justify the
government in disregarding the
stipulations of the treaty,
but may demand, in the
interest of the country and
the Indians themselves, that
it should be so.'
On April 23, 1904, Congress decided
that it was for the best interests of
your Indians that the land in the
Flathead reservation should be allotted
to them, and that all lands left over
should be opened to settlement by white
people upon the proclamation of the
President, and that of the money
received for these lands, one-half
should be used for paying the expenses
of the allotment and sale, for
constructing irrigation ditches, for
purchasing stock, cattle, farming
implements, and other articles which
will aid you in farming and stockraising and in the education and
civilization of your people; the
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remaining half to be paid to all people
having tribal rights on the reservation
(Confederated Salish and Kootenai Tribes
v. United States, 193 Ct. Cl. 801, 1971,
p. 836, cited in Trosper, 1974, pp. 3031) .
The goal to "civilize" the Indian failed on three
counts:

1) appropriations of funds for farming materials

and instruction was grossly inadequate ($1.62 per allottee)
2) allotments were too small for crops suitable for western
farming techniques and climate; and 3) American Indian
values (reverence for land, communal land ownership, etc.)
were diametrically opposed to this legislation.

The end

result was that land holdings were reduced from 140 million
acres to 32 million acres by 1934 (Kinney, 1957; Canby,
1988) .
On the Flathead Reservation, the allotment policy
affected Indian land holdings in several ways:

in 1908 and

1920 Indians received parcels of land (approximately
351,891 acres) and "surplus" land (485,171 acres) was sold
at about 18 percent its value.

Revenue from these sales

were distributed in per capita payments.

In addition,

programs were developed that controlled the delivery of
water to agricultural land, i.e., the Flathead Irrigation
Project.

A third important aspect of the allotment policy

was the effect emigrating whites had on education.

They
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developed a public school system and moved the education
from under the control of the Catholic church to the state
of Montana.
Trosper presents a convincing argument, citing Annual
Reports of Indian Agents on the Flathead Reservation, that
"the supposed cultural bias against farming on the part of
[Indian] men has little relevance"

(Trosper, 1974, p. 186);

indeed, the people on the reservation invested in farming
and ranching.

For example, when Charlo's band received

compensation for the sale of their allotments in the
Bitterroot in 1894, the Indian Agent, Joseph Carter, wrote:
The money was paid by check, but the
following day all the beneficiaries
proceeded by rail to Missoula, where, in
the presence of the agent, their checks
were cashed, and though the sum paid was
over $18,000, and the number of Indians
receiving shares was 47, not one of
their number could be tempted by the
numerous whisky vendors, and all, after
making some purchases of tools,
implements, clothing and provisions,
returned quietly to their reservation.
Nearly all have put their money to good
use, some purchasing cattle, others in
improving their farms and holdings.

A
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few have spent their money foolishly,
but they are the exception (Annual
Report. 1894. pp. 173-174, cited in
Trosper, 1974, p. 170).
Trosper goes on to state, after reviewing the Annual
Reports, that by 1894 the raising of cattle and horses
became a profitable pursuit among the Indians on the
Flathead Reservation.

The older Indians found the wealth of

horses more valuable than the wealth of cattle and Trosper
notes that the Agents adopted policies favoring the younger
Indians whose holdings were primarily in cattle.

He reviews

data from 1920, 1922, and 1931 and shows that Indians
utilizing irrigated lands were as good or better than their
white neighbors in farming.

Trosper (1974) even suggests

that "a good case can be made that the allotment policy
itself contained components which inhibited the adoption of
new techniques by Indians" (p. 197).
The Bureau of Indian Affairs set out to "civilize" the
Indian by prohibiting various cultural activities, i.e., the
Sundance, war dances, feasts, medicine dances, and the use
of the native language (Court of Indian Offenses, 1885,
cited in the Char-Koosta News. 1989) .

The first of these

Courts on the Flathead Reservation was set up under Agent
Peter Ronan.
The Bureau of Indian Affairs determined that Indian
children must be removed from "negative" influences, and
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boarding schools were established far from reservations
(Eder & Reyhner, 1988).

The Catholic church established the

Urseline School on the Flathead Reservation; however,
Flathead children were also sent to boarding schools out of
state.

Chief Charlo on the Flathead Reservation openly

opposed the sending of children to school because he did not
want the children to be taken from their parents (Trosper,
1974).

Horejsi, Craig, and Pablo (1992) discuss the far-

reaching effect that the boarding school experience had on
children.

Specifically, the children were
deprived of an opportunity to experience
family life, and many reached their
adulthood with no clear concept of
parenting behavior and family
functioning.

The boarding school

effectively destroyed the
intergenerational transmission of family
and parenting knowledge and behaviors
(p. 334) .
Evidence is cited in a 1990 publication of the National
Resource Center on Child Sexual Abuse that many Indian
children were sexually abused while attending boarding
schools.

Brod (1990) reports that the Bureau of Indian

Affairs also carried out a policy in which the long hair (an
important cultural symbol) of Indian men was forcefully cut.
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Jorgensen (1986) suggested that Roosevelt's New Deal
brought about increasing ambivalence toward Indians on the
part of Americans; more specifically, factions emerged
abhorring special favors to groups under
the law and championed the rights of
individuals . . . [and factions
developed that]

. . . champion fair play

and compassion, recognizing wrongs
perpetuated on groups and seeking to
rectify those wrongs (Jorgensen, 1986,
p. 2) .
This ambivalence and contradiction were evidenced in
resultant contradictory policies; for example, corporate
collectivism was fostered, as was competitive individualism
(Jorgensen, 1986).

These conflicting positions helped to

usher in the Reorganization Period.
Reorganization Period (1934-1946).

Deloria and Lytle

(1984) suggest that the reform movements in the twenties can
be best understood with the awareness that "large and
frequently profound studies of the conditions of Indians"
(p. 42) were produced during this time period.

The poverty,

existence of tuberculosis and trachoma, and absence of
school facilities were identified in 1919 by G. E. E.
Lindquist's, The Red Man in the United States.

Florence

Patterson, RN, at the request of Commissioner Charles Burke,
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Bureau of Indian Affairs, in 1923 wrote "A Study of the Need
for Public Health Nursing on Indian Reservations,"
indicating that "poor health was widespread throughout the
reservations and in the government boarding schools and that
little was being done to correct conditions"
Lytle, 1984, p. 43).

(Deloria &

The Brookings Institute produced two

major studies of Laurence F. Schmeckbebier's 1927 book, The
Office of Indian Affairs, and Lewis B. Meriam's 1928 book,
The Problem of Indian Administration.
The Indian Health Services was established in 1921, one
year after Meriam (1928) conducted his survey and identified
major Indian problems:
ill health, poor education, inadequate
incomes, inadequate occupational skills,
dilapidated housing, and complicated
legal enigmas (including allotted land
tied up in complex heirship status)
(Jorgensen, 1986, p. 4).
Brod (1990) describes the Reorganization Period as
being typified by changes in policy.

Canby (1988) reports

that the Indian Reorganization Act of 1934, also known as
the Wheeler-Howard Act:
was based on the assumption, quite
contrary to that of the Allotment Act,
that the tribes not only would be in
existence for an indefinite period, but
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that they should be.

The Act

consequently sought to protect the land
base of the tribes, and to permit the
tribes to set up legal structures
designed to aid in self-government
(p. 23) .
The Indian Reorganization Act of 1934 provided for the
creation of tribal governments and Jorgensen (1986)
described them as "little states" administered by the Bureau
of Indian Affairs.

In addition, The Indian Reorganization

Act provided for tribal purchase and consolidation of lands,
and the development of schools on home reservations.

Self

determination was the goal, although it is ironic to note
that this Act was passed without Indian consent, and the
ratification of tribal charters and constitutions actually
increased the powers of the Secretary of the Interior, in
that tribal decisions could now be vetoed by the Secretary.
Termination-Relocation Period (1946-1959).

In 1953,

Congress formally adopted a policy of "termination."

The

supporters of termination intended to "free the Indians from
Bureau of Indian Affairs domination"

(Canby, 1988, p. 25),

and to:
make the Indians within the territorial
limits of the United States subject to
the same laws and entitled to the same
privileges and responsibilities as are
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applicable to other citizens of the
United States,

[and] to end their status

as wards of the United States

. ..

(H.Con.Res. 108, 83rd Cong., 1st Sess.,
67 Stat. B132 [1953], cited in Canby,
1988, p. 25) .
Those tribes whose incomes were the highest were the ones
first chosen to have their reservations terminated (Trosper,
1974) . "The Flathead Tribe of Montana"

was first on the

list

set forth the

inthe concurrent resolution which

termination movement.

The Klamaths of Oregon, listed

second, and the Menominees of Wisconsin, listed third, were
both terminated, although the Menominees have since been
successful in securing legislation to restore the previous
relationship they had with the federal government and to put
their lands back in federal trust (Canby, 1988).

The

Flatheads (including Councilman Walter McDonald), with
supporting testimony from George Tunison (attorney and
friend of C. J. Kappler, prominent in the field of Indian
law) , Governor Arenson of Montana, Senator Mike Mansfield,
John Collier, and D'Arcy McNickle, mounted opposition to the
proposed termination.
While Congress was pursuing termination, the Bureau of
Indian Affairs was encouraging Indians to "relocate" to
urban areas to escape the high unemployment rates on the
reservation.

Hoover's 1948 Commission Task Force on Indian
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affairs (Freeman, 1954) advocated assimilation and
subsidized relocation programs whereby Indians were provided
funds to leave the reservation with the goal being to
relocate in a city, find a job, and become part of the great
melting pot.

Recall that the Flathead Reservation was

opened to homesteaders in 1910, and between 1910 and 1930
significant land transfer occurred.

It is no surprise then,

given this history, to see a significant change in the
population.
[P]rior to 1940, 80 percent of the
tribal members lived on the reservation.
By 1950, the proportion of offreservation residents had risen to 50
percent (Trosper, 1974, p. 114).
Today, approximately two-thirds of the tribal membership of
the Flathead Reservation live off reservation (Blood, 1993;
McCrea, 1993) .
In 1946 Congress approved legislation creating the
Indian Claims Commission.

This legislation authorized

Commissioners to hear claims of Indian Tribes against the
United States.

Frauds, violations of treaties, injustices,

and other wrongs done to Indians were to be remedied with
economic awards (Brod, 1990; Deloria and Lytle, 1984).

One

goal of the Indian Claims Commission was to ensure the
"liquidation of the Government's guardianship over Indians"
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(Deloria and Lytle, 1984, p. 58) and allow for the
withdrawal of federal services from tribes.
The Flathead Tribes filed in the Court of Claims for
compensation of the sale of "surplus land" when the
Reservation was opened to homesteaders and the question of
the proper rental for Kerr Dam.

The Court of Claims found

in favor of the Tribes stating that it was "taking of
property" under the 5th amendment and a "clear violation" of
the 1855 treaty.

(In 1972 the Tribes were awarded

approximately 21.7 million dollars.)
The Johnson-0'Malley Act of 1951 sent federal funds to
local public schools to educate Indian youth.

In 1954 the

Bureau of Indian Affairs health services were transferred to
the United States Public Health Service (Public Law 568).
The Indian Health Service was transferred in 1955 from the
Department of the Interior to the Department of Health,
Education, and Welfare (now the Department of Health and
Human Services).
Economic Development and Self-Determination Period
(1960-Present). The reversal of the termination policies of
the 1950s characterize the self-determination era (Brod,
1990) ; in fact, termination "was largely regarded as a
failure, and the assimilationist ideal began to fade"
(Canby, 1988, p. 28).

During President John F. Kennedy's

administration a moratorium was declared on termination
proposals.
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Congress passed the Indian Civil Rights Act of 1968
(82 Stat. 77, 25 U.S.C.A. s 1301 et seq.) which appears to
support tribal governments by requiring them to implement
the Bill of Rights.

Recall that the 14th Amendment

explicitly excluded Indians from being recognized as
citizens of the United States.

(The thinking in 1868 was

that Tribes were seen as independent and sovereign nations
and therefore not subject to United States government
jurisdiction.)

It was not until 1924 that all Indians were

given United States citizenship, and then not until 1948
that Indians were given the right to vote in state and
national elections (Brod, 1990) .

Canby (1988) notes that

the Indian Civil Rights Act represents "a federal incursion
upon the independence of the tribes, and some tribal members
have opposed it upon that ground" (p. 29) .
President Johnson's "War on Poverty" provided Indians,
as well as other minority and disadvantaged groups, with
legal and housing assistance, community action projects were
developed and implemented, job training programs were
established, and education programs were subsidized.

With

the belief that there was "something for everyone, " new
energy and money were channelled into a variety of programs
(Bell, 1965).
While President Johnson's, March 6, 1968, message to
Congress on "The Forgotten American, " suggested that
'termination should be replaced with "self-determination,'
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it was not until President Nixon's 1970 Indian Policy
Statement (116 Cong.Rec. 23258) wherein he "declared
termination to have been a failure, and called upon Congress
to repudiate it as a policy" (Canby, 1988, p. 30).

It was

only then that the Flathead Tribes realized that their 20year effort against termination had been successful.
The passage of Public Law 95-608, the Indian Child
Welfare Act of 1978 stopped the placement of Indian foster
children in non-Indian homes.

Also in 1978, the Indian

Religious Freedom Act guaranteed American Indians religious
freedom.
The Tribes continue to strive for self determination,
so that the period of self determination has yet to come to
a close.

Indeed, in 1993 the Tribes of the Flathead

Reservation submitted for consideration by the Federal
Government a concept for health care reform that "could
provide a model for reform elsewhere in Indian country and
perhaps in other situations throughout the United States"
(Flathead Health Care Reform Project, 1993).

The Tribes

proposed that the government and all federal agencies
involved, including Medicaid and Medicare, compact directly
with the Flathead Nation's Tribal Health and Human Services
Department (THHSD), and the establishment of THHSD as a
single payor for health care services for its service
population.

Cost containment and eventual savings of

federal funding, consolidation and simplification of
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administration for all parties involved, and most
importantly, improved health care for THHSD patients were
cited as advantages of the compacting agreement.

The

compact also presents a:
real opportunity to strengthen the
government-to-government relationship
between the United States and the Tribes
and to continue the re-invention of
government by delegating responsibility
for and control of local programs from
the federal to the local level (Flathead
Health Care Reform, 1993).
After a year of planning, the Tribes began operation of
the Tribal Health and Human Services Department which
combines the former Tribal Health Department, the Tribal
Human Services Department, and the IHS Flathead Service
Unit.

Funding is provided by the Tribes and by both the

Bureau of Indian Affairs and the Indian Health Services
through Self-Governance Compacts as provided in
Public Law 100-472.
Summary.

The preceding is but a brief summary of the

relationship between the federal government and the tribes,
beginning with the government first seeing Indian nations as
sovereign and accordingly striking treaties with them.

This

view changed, and Indians were removed to reservations and
Indian lands were opened to settlers.

Historians have next
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described "civilization schemes" and assimilation efforts
wherein Indians were then expected to become part of the
great melting pot.

Finally, efforts have focused on helping

the Indian to help himself, i.e., during the Self
Determination period.

Conflicting attitudes, ideologies and

policies are readily evident; however, at present federal
Indian policy seems to be based on a "model of continuing
pluralism"

(Canby, 1988, p. 31) .

However, continued flux is

likely:
It is perhaps possible that the
contending forces in Indian affairs have
reached some sort of final resolution,
and that no further changes of direction
will occur.

Nothing in the history of

federal Indian policy, however,
justifies confidence in such a
conclusion (Canby, 1988, p. 31).
Health Care
This section will provide a broad overview of Indian
health care, including a brief historical introduction and
then move from the general to the specific:

health care in

general to mental health care to mental health care on the
Flathead Reservation.
Simson and Wilson (1991) and Wilson and Simson (1991)
report that while the overall health status of the Indian
people in the United States has improved enormously since
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the turn of the century, there continues to be a "disparity
in health status between minorities and nonminorities"

(p.

21 1 ) .

Weatherford (1988) and Unger (1985) argue that while
the situation is now devastating, it was not always so:
Early explorers of the New World were
generally impressed with the health and
vigor of the Native population . . . .
In his history of medicine in the
thirteen colonies, Dr. Maurice Gordon
tells us:

'In a fair evaluation, the

medical status among Indians was in many
ways on a par with the Assyrians,
Hebrews, and Greeks.

The American

Indians handled their wounds, fractures
and dislocations as well, if not better,
than the eighteenth century white
physicians'

(Unger, 1985, pp. 6, 9).

In addition, Unger (1985) notes that "demographers estimate
that there were as many as 15 million American Indians in
North America when Columbus found his way to the New World.
"By the time of the famous massacre at Wounded Knee . . .
the Indian population had been reduced to less than 250,000"
(Unger, 1985).

Of the Salish people who make their home on

the Flathead Reservation, a full 60 percent died (Flathead
Culture Committee, 1983).

Nabokov (1991) and Unger (1985)
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indicate that the most devastating impact on the American
Indian population was from "smallpox, measles, influenza,
and other epidemic diseases," because Indians were
lacking in acquired resistance" (Unger, 1985) .

"totally-

Unger

maintained it was the goodwill of the American people's
response to the Meriam report that moved the government to
meet the Indian's health care needs.

(See also Nabokov,

1991, pp. 304-310.)
Steven Unger, Director, Association on American Indian
Affairs (AAIA) , in a speech commented that it is
our responsibility as a nation . . .

a

responsibility that was undertaken in
return for receiving . . . the entire
land estate of the continental United
States (Indian Affairs, February, 1985)
to meet the health needs of the American Indian.
Congress has "declared its commitment to maintaining
the unique and continuing relationship with and
responsibility to Native people" by virtue of the passage of
Public Law 93-638, the Indian Self-Determination and
Education Assistance Act and Public Law 94-437, the Indian
Health Care Improvement Act (National Indian Health Board
and American Indian Technical Service, 1984, p. ix) .

This

legislation provided Native American tribes with the
opportunity to manage and operate their own health and
mental health programs, usually by assuming responsibility
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for programs already operated by Indian Health Service.
Essentially, federal authority over programs is transferred
to tribal authority.

An example of this is Flathead

Reservation's contracting with the Indian Health Service for
its clinical psychologist position and housing it within the
Tribe's Mental Health Program, Tribal Human Services
Department (Howlett, 1988).
Barsh and Diaz-Knauf (1984) argued that Public Law
93-638 only places "services and programs under nominal
tribal control" and that "as tribes assume more
responsibilities, they gain no more federal aid" (p. 5) .
Indian self-determination mandates regular pay increases out
of a fixed budget; thus fewer dollars are available for
facilities, new staff, and staff development.

Again, using

the previous example, the Flathead Tribe and the Tribal
Human Service Department contracted with the Indian Health
Service for the psychologist's position.

However, only the

salary of the psychologist was contracted and costs for
office space, supplies, equipment, support staff were not
included.

The end result has been that the Tribes' overhead

increased and the Indian Health Service's overhead
decreased.
The Indian Health Care Improvement Act, Public Law
94-437, was enacted in 1976 and amended in 1980 and 1988
(Nelson, 1990) .

Appropriated resources were used to expand

health and mental health services, build and renovate
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medical facilities, increase the number of Indian health
professionals, and improve health care for Indians living in
urban areas.

Brod (1989) notes that this trend has changed

in the reservation direction again.
Brod and LaDue (1989) outline the "trend toward greater
urban residence of American Indians" (p. 177) and note that:
while IHS funding over this period was
greatly increasing,

. . . the

percentages of IHS funds reaching urban
Indian health programs was decreasing
just as critical demographic changes
were occurring . . . .

(Brod & LaDue,

1989, p. 176).
The five urban IHS-funded health projects (Billings, Butte,
Great Falls, Helena, and Missoula) received approximately
$578,700 for the 1989 fiscal year.

This figure is less than

one percent of the Billings area IHS appropriated budget and
ostensibly "provides health services" to 25 percent of the
Montana Indian population.

They go on to discuss how:

IHS support, or lack of support, for
urban Indian programs has produced
conflicts in and among the urban and
reservation Indian communities (Brod
and LaDue, 1989, p. 178).
They quote the 1986 Office of Technology Assessment report
regarding:
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[P]ast government policies (e.g.,
allotment and termination) that broke up
tribes and encouraged Indians to leave
the reservation, and the use of IHS
funds to help urban Indians qualify and
gain access to other resources (p. 38)
make it logical and appropriate for IHS to continue funding
both urban and reservation Indian programs.
During Reagan's administration, the President's staff
recommended a $16 million savings in administrative
overhead:

the savings were to be accomplished by trimming

BIA staff. Barsch and Diaz-Knauf (1984) noted that "there is
one Bureau of Indian Affairs employee for every 40 Indians
served"

(p. 5).

At first glance Reagan's recommendation

sounded like a viable solution to a budget problem,* however,
critics argued that a major source of income and employment
on reservation was the Bureau of Indian Affairs.

In

addition, Reagan's staff recommended federal boarding school
and vocational education programs be closed; however, Barsch
and Diaz-Knauf (1984) identified a major problem with this:
no financial provision was made for the State(s) or tribes
to assume financial responsibility for education.

These

authors go on to indicate that during Reagan's
administration Congress was persuaded to cut the Bureau of
Indian Affairs and Indian Health Service budgets yearly and
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dismantle programs that supplied on-the-job training,
education, health care, and social services.
Critics have also argued that block grants make tribal
programs compete for programs to which they are entitled
(Barsh and Diaz-Knauf, 1984).

They charge Reagan's

administration with having taken

an "even more disruptive

economic measure by seeking to redefine 'Indian' and thus
reduce the number of service-eligible persons"

(p. 6) .

(See

Appendix B, Eligibility.)
Indian Health Service.

As previously stated, the

Indian Health Service (IHS) was established in 1921 and
housed in the Department of Interior.

In 1955, IHS was

transferred to the Department of Health, Education, and
Welfare (now the Department of Health and Human Services).
IHS is charged with providing health care for American
Indian and Alaska Natives eligible for medical and healthrelated services from the federal government.

Indeed, in

1976, Congress declared it a "national goal" to bring Indian
health care up to par with the rest of America (Freeman,
1954) .
As can be expected, most reservations and subsequently
most IHS programs are concentrated in states west of the
Mississippi (see Illustration l, The Indian Health Service,
from National Indian Health Board & American Indian
Technical Services, April, 1984).

IHS divides itself into
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eight major areas, Anchorage, Portland, Billings, Aberdeen,
Phoenix, Window Rock, Albuquerque, Oklahoma City, and two
subareas, Bemidgi and Tucson.

National headquarters for IHS

is in Rockville, Maryland.
An Area Director, typically a physician, is the chief
administrator and directs a staff of deputy administrators
in the areas of nursing, medicine, environmental health,
dentistry, social services, and mental health.

Duane

Jeanotte is presently the Billings Area Office IHS Director.
The Billings Area Office serves the seven Montana
reservations (Blackfeet, Flathead, Crow, Northern Cheyenne,
Rocky Boy, Fort Belknap, and Fort Peck) and the Wind River
Indian Reservation in Wyoming (see Illustration 2, The
Billings Area, Indian Health Service, from Planning Support
Group, Bureau of Indian Affairs, Department of the Interior,
1978) .
Areas are divided into Service Units.

Providers at

this local level are responsible for providing services to
eligible Indians and their descendants in a geographically
defined area, usually a reservation.
IHS Mental Health Program.

In 1978 Beiser and Attneave

noted that IHS's Mental Health Program was a "13-year
experiment in comprehensive mental health care" (p. 3) .

The

formal IHS Mental Health Program was inaugurated in 1965 by
Congressman Ben Rifel, an Oglala Sioux.

Due to his efforts

a congressional appropriation was initiated for a
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demonstration Mental Health Program on Pine Ridge
Reservation in South Dakota.
Nelson, McCoy, and Stetter (1992) and Beiser and
Attneave (1978) outlined the administrative structure of the
IHS Mental Health Program and provide an overview of mental
health services for American Indians and Alaska Natives.
Beiser and Attneave (1978) indicate that this structure
"resembles the Indian Health Service, the parent
organization to which it is closely attached" (p. 4) .

The

IHS mental health organization divides itself into eight
major Areas and two Subareas. Margene Tower, RN, MS, is the
Billings Area Office Mental Health Deputy Administrator.
Ms. Tower reports both to the IHS Billings Area Director,
Duane Jeanotte, and to the National Chief of Mental Health
Programs, Dr. Scott Nelson.

The IHS Mental Health Program's

administrative center is in Albuquerque, New Mexico.
Mental Health Programs provide services to the
population in a geographically defined area in some 90
service units spread throughout 17 states and represent more
than 135 distinct tribal groups (Hearing before the
Subcommittee on Health and Environment of the Committee of
Energy and Commerce, 1986; Nelson, McCoy and Stetter, 1992) .
Services include out-patient services, in-patient programs,
innovative approaches, and traditional medicine.
All service units operate with
paraprofessionals; psychiatrists,
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psychiatric social workers, and other
disciplines are represented, but not in
every setting (Beiser and Attneave,
1978, p. 5).
In 1969 the IHS mental health staff numbered 26 and had
an operating budget of $480,000; in 1977, the IHS mental
health staff numbered 232 and had an operating budget of
$4,200,000 (Beiser and Attneave, 1978).

Nelson (1990)

reported in IHS' 1990 National Plan for Native American
Mental Health Services that mental health staff numbered 236
and had an operating budget of $13,091,000.

It is important

to note that while resources and staff have steadily
increased, the 1990 funding and staffing provided an average
of less than two mental health treatment staff for each
service unit. Nelson (1990) reported that
the current IHS mental health staff
levels are less than half the number
needed to provide minimally adequate
services (p. 1).
LaFromboise (1988) reports that only three communitywide epidemiological studies of psychopathology in American
Indian have been undertaken: Roy, Chaudhuri, and Irvine
(1970), Sampath (1974), and Shore, Kinzie, Thompson, and
Pattison (1973).

LaFromboise (1988) indicated that:

prevalence rates of psychological
dysfunction range from a low of 1% per
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2,000 to a high of 37% per 1,000;
depression, and adjustment reactions are
the most prevalent problems (pp. 388389) .
Depression within Indian communities has been reported by
Manson, Shore, and Bloom (1985) to be four to six times
higher than in the studies done in the 1970s that are cited
above.

Harras (1987) reported suicide rates have increased

by approximately 200% to a rate of 18 per 100,000 within the
past two decades.

It could be argued, however, that these

figures may simply reflect better attention and monitoring
on the part of Indian Health Service.

Blum, Harmon, Harris,

Bergeisen, and Resnick (1992) cite statistics from the
Office of Technology Assessment and Indian Health Service
indicating "suicide deaths among American Indian-Alaska
Native youth are more than two times more prevalent (26.3
per 100,000) than for other groups the same age in the
United States (12.4 per 100,000).
Flathead Mental Health Program.

Following IHS'

inauguration of a Mental Health Program in 1965, the
Flathead Reservation was assigned the first Mental Health
Worker, Joel Newman, MD, in 1970.

Between 1970 and 1979 the

Mental Health Program was largely staffed by non-Indian
providers from a strictly medical model who typically stayed
for a short period of time and saw clients within a crisis
intervention model only.

Carol Lipscomb, RN, wrote a grant
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developing a Tribal Health Model which was successful and
the Tribal Health Department was formed in 1976.

In 1977,

Fred Muhs, MA, therapist for Indian Health Service,
initiated a position through the Community Health
Representative Program of Tribal Health, and a Tribal Mental
Health Liaison, Germaine White, was hired to bridge the
western medical model and the tribal community (Fleming,
1994) .

With the decision that Mental Health was a leading

health care issue, Community Health Representative and
Mental Health Specialist positions were formed and staffed
by Tribal members.

Simultaneously, IHS recruited and hired

an Indian psychologist, Candace Fleming, PhD (White &
Fleming, 1994) .

Dr. Fleming, along with Sherry Saddler, Kim

Azure, and Alta Kuntz, developed the current culturallybased and innovative approach to working with Indian
clientele.

In October 1985 the Indian Health Service and

the Tribal Health Department, in a joint effort, moved the
Mental Health Program from St. Ignatius to Ronan upon a
successful contractual agreement directed toward selfdetermination in the area of provision of mental health care
(Azure, Buck, & McClure, 1993; Howlett, 1988) .

Public Law

93-638 allowed the Confederated Salish and Kootenai Tribes
to contract the Mental Health Program, the Medical Social
Work Program, the Community Health Representative Program,
and the Public Health Nursing Program, and assume
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responsibility for providing services to IHS eligible
clientele.
The Mental Health Program at Flathead was subsequently
staffed by the Tribal Health Department and the Tribal Human
Services Department; this shared staffing/management model
had a significant strength, namely, a solid community and
clinical focus with culture-based mental health services for
Native Americans (Landers, 1989; Shaffer, 1990).
With the Tribes' successful bid to compact directly
with the federal government, thereby eliminating Indian
Health Service involvement at the Service Unit, Area, and
Headquarters' levels, the Mental Health Program became a
part of the Tribes' Health and Human Services Department on
October 1, 1993.

The office has since been moved back to

St. Ignatius, and ironically, back to the offices where it
began in 1970.
The Mental Health Program is currently staffed by the
author, Gyda Swaney, Clinical Supervisor (who has a master's
degree in clinical psychology, is a Licensed Professional
Counselor, a Certified Mental Health Professional, and is
ABD in clinical psychology) and Joseph Pablo, therapist

(who

has his master's in social work) and is a fluent Salish
speaker.

Kim Azure, a state certified chemical dependency

counselor with eleven years of on-the-job training in the
mental health field, is the Program Manager.

In addition to

clinical work, Ms. Azure is responsible for fiscal
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administration., including budgeting and appropriation
requests.

Carol Buck, Cultural Specialist, has her

bachelor's degree in health care administration from Idaho
State University, nine years of on-the-job training in
mental health, and is fluent in the Salish language.

The

support staff consists of one mental health
technician/secretary, Cheri McClure.
and case management services.

She provides clerical

All staff are Native American

(enrolled members of the Flathead Tribes) and five of the
six staff members have worked in the Program for at least
six years.
The Mental Health Program has long enjoyed an excellent
working relationship and financial support from both the
Indian Health Service Billings Area Office and the local
Service Unit.

As a function of that relationship, the

Tribal Mental Health Program has been able to add "part-time
staff".

A part-time psychiatrist sees clients, provides

consultation, and trains staff.

Dr. Lawrence K. Martin,

usually based in Missoula, spends one day every two weeks in
the St. Ignatius office.

A pediatric psychologist provides

supervision, consultation, and carries a caseload largely
consisting of adult and child sexual abuse victims.

Dr.

Jacelyn Wedell spends two days per week in St. Ignatius.

In

the past. Dr. Mary Jenni, clinical psychologist, worked with
child sexual abuse victims.

Frank Laber, LPC, and Stan

Fleming, LPC, provided a 12-week "anger control group" in
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Ronan that meet on Friday afternoons.

This group is co

facilitated by two Indian men and accepts self-referrals or
court referrals for men and women; partners are invited to
attend.

With Mr. Pablo's recent hiring, he has assumed

responsibility for this group and co-facilitates it with Ben
Asencio, CCDC, Narcotic Addiction Program.

When funding has

allowed, Mr. Laber and Mr. Fleming have spent one day per
week working largely with angry, adolescent males.

Finally,

several Indian, clinical psychology graduate students have
worked for the Program full-time during the summer and two
days per week during the academic year; Jeanette Heberle,
MA, and John Arnold, MA, have carried caseloads and
completed psychological evaluations as the need arose.
Deborah Wetsit, Ed.D., a faculty member from the University
of Montana, spent the summer of 1993 carrying a full case
load and co-facilitating the Anger Control Group with Mr.
Laber through December 1993.
Additionally, the IHS Billings Area Office contracts
with Dr. Wedell for investigative interviews of child or
developmentally-delayed sexual abuse victims, and IHS sees
the process through to trial and pays the resulting court
costs if the need arises.

In the event Flathead Mental

Health needs those services, a telephone request makes that
possible.

Sex offender evaluations are also obtained

through the Billings Area Office; Andy Hudak, LPC, Northwest
Family Treatment Program, Kalispell, MT, provides these for
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the Flathead Reservation.

Both juvenile and adult offenders

travel to his office to be evaluated.
Subsequent to the Flathead Reservation's Compact
Agreement struck with the various government agencies in
1993 some procedures have changed, i.e., the Tribes now
contract directly with Drs. Martin and Wedell.

However, for

the most part, the program remains the same.
Population and Eligibility. According to McCrea
(1993), there are approximately 7,500 enrolled Tribal
members, of whom approximately 2,500 live on the
reservation.

The

1990 Census identified 2,319 Salish and

Kootenai people residing on the Flathead Reservation (CharKoosta. November, 1992).

Blood (1993) indicates that

approximately 8,000 individuals are eligible for services
(direct or contract care) through the IHS Flathead Service
Unit.

Eligible individuals include:

(a) enrolled Flathead

members living on or near the reservation,

(b) descendants

of members are eligible for direct and/or contract care,

(c)

pregnant non-members (eligible during their pregnancy for
direct and contract care), (d) members of other tribes
living on the reservation (eligible for both direct and
contract care), (e) members of other tribes living near the
reservation (eligible for direct care only), and (f)
students of Flathead descent or enrolled students regardless
of residence.

The Eligibility criteria are confusing and

the reader is encouraged to carefully examine Appendix B,
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Eligibility; or, for more in-depth information to consult
the Federal Register. Volume 52, No. 179, Wednesday,
September 16, 1987.
The seemingly conflicting Census data and the IHS data
as per eligible recipients of contract and direct care
somewhat parallel Brod and LaDue's (1989) findings.

The

1980 Census reported a total of 271 households; however,
a two-month survey of Missoula urban
Indians . . . identified at least 491
American Indian households in the
Missoula urbanized area,

. . . thus

indicating the census . . .
underestimated . . . by at least 81
percent (Brod and LaDue, p. 195) .
They go on to state that "such discrepancies . . . are
typical in Indian country" (Brod and LaDue, p. 196) .
In 1988 the mental health team was recognized
nationally by the Indian Health Service for its multi
disciplinary approach and has been cited (Landers, 1989;
Shaffer, 1990) for reviving and incorporating traditional
healing practices into contemporary mental health treatment
modalities (Shaffer, 1990) .

The Mental Health Program

refers clients to traditional and spiritual healers as
appropriate.

Manson, Walker, and Kivlaham (1987) provide an

excellent overview of traditional methods of treatment
incorporated into contemporary approaches to mental health
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intervention with Indian clients, e.g., talking circle or
the sweat lodge.
The Tribal Mental Health Program has compacted to
provide a wide range of counseling services to children,
families, and adult individuals for the purpose of enhancing
their emotional and spiritual well-being and improving their
interpersonal and intra-personal coping skills (see Goals
and Objectives, Scope of Work, Mental Health Program, Ronan,
MT).

This includes crisis consultation/intervention with

the chronically mentally ill, suicidal individuals, and
adults and children subject to others' violent behaviors;
play, individual, group, and marital therapy with children,
adolescents, and adults; evaluation, treatment and case
management of victims of sexual offenders; treatment and
case management of sexual offenders; and psychological
testing and evaluations.

Mental Health staff also do case

management and coordinate contracted mental health services
with licensed providers for clients needing specialized
services, for example, neurological evaluation, sex offender
treatment, or for individuals referred out for therapy.
Case management and consultation services are provided for
the Tribal Child Protection Team, Multidisciplinary Staffing
Team, Mental Health Staffing, Foster Care Review, and other
tribal programs or agencies on an as-needed basis.

Twenty-

four hour crisis intervention services are also provided, as
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are community based services, e.g., the Indian Studies
Group.

Indian Studies is a
day-long, community-based day treatment
group . . .

in the midst of a culture

camp located in the mountains and led by
a Salish elder.

[It] provide[s] a place

for cultural awareness activities,
crisis counseling, family counseling,
and group education for individuals who
otherwise would have been resistant to
involvement in mental health services
(Fleming, 1994, p. 135) .
Chronic users of formal helping agencies but who have poorly
developed informal supports are targeted as potential
members for the Group.
A key question prompting this evaluation was:

how well

has the Flathead Reservation's Mental Health Program managed
its scarce resources?

Thus, a program evaluation was

conducted to assist and aid decision making and program
planning.

An abbreviated history of program evaluation is

presented below.
Program Evaluation
The evaluation of programs, social, educational,
medical, and mental health, has been a quickly growing and
rapidly maturing phenomenon; it has also become an
enormously valued endeavor (Brewer, 1983; Stevenson and
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Longabaugh, 1980).

In the early 1960's there was increasing

pressure for accountability from community mental health
programs as a consequence of federal legislation funding
programs; this pressure, according to Stevenson and
Longabaugh (1980) has grown over the years.

As an example,

consider this statement
[W]e cannot afford to waste a single
dollar on outmoded programs which once
may have been essential but which time
and events have overtaken (Bell, 1965,
p. 287),
This captured the thinking that manifested itself during
Lyndon B. Johnson's campaign and presidency.

In addition:

[F]irst in President Johnson's economic
thinking, the test of actual
performance--the hard evidence of
results flowing from policy action-looms particularly large (Burns, 1968,
p. 155).
As community mental health centers were being pressured
to provide documentation of effectiveness, private
psychiatric facilities were encountering demands for
accountability from various third party payers.

This was

not so much for proof of effectiveness of interventions as
it was for "documentation of efficient and appropriate
treatment" (Stevenson and Longabaugh, 1980, p. 463) .
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result of these pressures, the numbers of papers and books
on the practice of evaluation research also grew
dramatically during the 1960s (Rossi and Freeman, 1989).
Finally, evaluation has been shown to have an important
impact on policy and planning related to the present status
and future direction of programming (Simson and Wilson,
1991).

Weiss (1983) stated that:
evaluation research examines the effects
of policies and programs on their
targets (individuals, groups,
institutions, communities) in terms of
the goals they are meant to achieve
(p. 31) .

She goes on to indicate that a major assumption in
evaluation research is that by providing the "facts", i.e.,
careful and unbiased data, assistance has been provided to
decision-makers to select the best choices from among the
numerous possible future courses of action.
Even today, within the context of the current health
care debate, there is increasing need for accountability.
Managed health care programs are flourishing.
The Current Investigation
Although the Flathead Reservation's Mental Health
Program has been functioning on a semi-independent basis
since 1985, it has never been the subject of a systematic
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evaluation, either critically or from a purely programmatic
point of view.
Requests to IHS and the Flathead Tribal Council for a
program evaluation of the Mental Health Program have
previously been denied due to lack of funds.

Indeed, IHS

has not provided funds to any tribes affected by Public Law
117 as mandated by the government.

Brod and LaDue (1989)

subsequently proposed that
Health care delivery, particularly
large-scale planning and proposed
changes in urban and reservation Indian
health care as well as alcohol and drug
service programs, must be based on welldesigned and fully-funded population,
fiscal, social, cultural, economic and
health needs assessment research (p.
204) .
The goal of the present study was to perform an audit,
i.e., comprehensively to tabulate information in all files
of clients referred to the Mental Health Program in fiscal
years 1990, 1991, and 1992.

Demographic information (age,

sex, community, resources) was extracted, as well as date of
the referral source, presenting problem for each client,
Team Staffing's recommendation (and "rating" when
available), provider to whom referred, acceptance or nonacceptance of that referral, length of time in therapy, and
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the estimated cost of therapy if applicable.

Referrals

related to alcohol use, abuse, and dependence were tallied,
as were domestic abuse and sexual abuse referrals, in an
effort to identify "costs" to Indian Health Service and/or
the Tribes.

Finally, information regarding suicidal

ideation, gestures, attempts, and completions was tabulated.
This information was gathered in order to provide the basis
for a) an evaluation of the Mental Health Program, b) an
overall critique of its structure and functioning, and c)
suggestions for programmatic changes that would provide
better mental health care for residents of the Flathead
Reservation.
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Chapter Two
Method
The major purpose of the initial component of the study
was to audit the program (Sells, 1975, in Posavac & Carey,
1985), to provide an objective data-based picture of the
program's current functioning.

Relevant information was

gathered in an effort to describe the process of service
delivery, quantify services, and identify program
participants.

These data summaries were intended to enable

the Program to profile the clients, and more specifically,
identify those clients who receive services and those who do
not.

Of particular interest was identifying clients who

were referred to the program but failed to follow through
with the offer for therapy, clients who were seen at intake
and who also failed to follow through with the offer for
therapy, and clients who were denied services because of
lack of money or lack of available on-staff therapists.

An

additional question was delineating the workloads of the
staff members for the purposes of determining whether or not
the Mental Health staff on the Flathead Reservation is
selected and tailored to meet the needs of the clients.

50
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Primary Data
The primary data in this study include records of all
referrals to the Mental Health Program, Tribal Human
Services Department for a period of three fiscal years,
beginning October 1, 1990 and ending September 30, 1993.
All records showing any activity in these three years
were examined and the following were ascertained:

health

record number, and client's age, sex, marital status,
mailing address, telephone, employment, payment resources,
what services the client requested, the referral problem,
treatment history, referral source. Mental Health worker who
took the referral and date (see Appendix C, Brief
Intake/Referral, Mental Health Program, Tribal Human
Services) .

The date the case was staffed by the Mental

Health Staffing Team and disposition were also determined
and noted (see Appendix D, Staffing Sheet) .

Assignment to

the waiting list was noted from this form, and length of
time on the waiting list, if applicable, was recorded.

The

provider to whom the client was referred, acceptance or nonacceptance of that referral, length of time in therapy,
rating, and estimated dollar cost of therapy was also
identified and coded (Appendix E, PCC Ambulatory Encounter
Record).
Of particular interest was evaluating the utilization
of available resources, and the ascertaining of whether or
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not the client met "emergency" criteria (see Appendix F,
Mental Health Priority Worksheet), and tabulating to whom
the client was assigned or referred.

In the event the

client was referred out to a contract care provider, a "blue
slip” (Appendix F) was completed, whereby the Mental Health
Team recommended the Indian Health Service Unit Director
authorize payment for the client's therapy and expend
contract care dollars.

A blue slip is simply the second

copy of the Mental Health Priority Worksheet (Appendix F)
and serves to initiate the billing/payment process.
Thereafter, blue slips are prepared on a monthly basis and
are examined (with the treatment summary from the contract
care provider) on a monthly basis by the IHS Service Unit
Director, or his representative, and the Mental Health
Program Manager, or her representative.

For the purposes of

this study, DSM-IV diagnoses on five axes were identified
for each client.

Whether the client was considered a danger

to self and/or others, the rating, and whether or not
payment was authorized was ascertained from examination of
the blue slips.

Data were gathered on whether treatment

summaries were available, whether treatment was discontinued
or payment withheld and reasons for these actions, and
finally, the circumstances surrounding termination of
therapy.
Referrals related to alcohol or chemical use, abuse, or
dependence were tallied, as were referrals coming from
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physicians, emergency rooms, probation officers, courts, and
law enforcement officers, in an effort to identify "costs"
to Indian Health Service and the Tribes.

Of particular

interest was the "cost" of domestic abuse and sexual abuse.
Finally, information regarding suicidal ideation, gestures,
attempts, and completions was tabulated (see Appendix G,
Suicide Register).
Program personnel and supervisors were administered a
structured interview; the construction of the structured
interview was based in part on hard data from the audit.
Interview data was compiled and analyzed.
Overall Critique of the Program
The data from the audit were employed as input to an
overall critique of the program's utilization of its
resources in meeting its treatment goals.
Suggestions for Programmatic Changes
The critique was used as the basis for recommendation
on possible restructuring of the program in order to meet
its goals more effectively and more completely.
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Chapter Three
Results
The Mental Health Program's staffing book was first
examined in an effort to get a gross picture of the volume
of referrals, case management activities, and case reviews
that occurred on a weekly, monthly, and yearly basis.
findings are summarized in Appendix H (Tables 1-4.
Health Staffing:

The

Mental

Fiscal Year 1989-1990, 1990-1991, 1991-

1992, 1992-1993, respectively).

One thousand and eight

cases were staffed in 1989-1990, 912 in 1990-1991, 1,103 in
1991-1992, and 1,104 in 1992-1993.

Thus, a mean of 84 cases

were staffed per month, and an average of 19 cases were
staffed per week.
All files of clients referred to the Mental Health
Program in these three years were examined and information
tabulated (N = 871).

Health Record Numbers helped to

identify the numbers of times a particular individual was
referred to the Mental Health Program in these three years.
A sizeable number of individuals (10%, n = 87) were referred
to the Mental Health Program multiple times (i.e., two to
four referrals) during this three year period.
Age, sex, marital status, and other demographic
information was identified in each referral.
results are summarized below.

The primary

Overlapping categories
54
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occurred; therefore, in some cases, percentages will not sum
to 100 and totals willnot sum to 871.
Age.

Individuals

referred to the Tribal Mental Health

Program ranged in age from three to 77.

A third of the

referrals were 18 years of age or younger, one-half of the
referrals were 26 years of age or younger, and three-fourths
of the referrals were 35 years of age or younger.

The mean

age at referral was 25.6 years with a standard deviation of
13.8 years.
Sex.

As expected,

females were slightly

represented in referrals to the

more often

Mental Health Program and on

the case loads of the mental health providers than were
males.

Sixty-one percent (n = 528) of the total cases were

females and 39% (n = 343) were males.
Marital Status.

Of those clients whose marital status

was identified, single individuals comprised 45% (n = 3 96)
of the sample, 20% (n = 176) were married, and 13% (n = 114)
were separated or divorced.

Fifteen percent (n = 133) noted

they lived with a significant other.

In seven percent

(n = 41) of the files reviewed, marital status was not
identified.
Address.

Five communities were identified from which

86% of the referrals to the Mental Health Program come:
Ronan (27%, n = 238), St. Ignatius (22%, n = 192), Poison
(13%, n = 117), Pablo (13%, n = 114), and Arlee
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(11%, n = 95).

The remaining 13.5% of the clients'

residences are scattered across the Flathead Reservation, in
smaller communities (e.g., Dixon, Hot Springs, Dayton,
Perma, Big Arm, Charlo, Evaro, Elmo, and Niarada) and 5%
(n = 43) reside off the Reservation (e.g., Alberton,
Missoula, Kalispell, and Columbia Falls).
Telephone.

The compilation of telephone data proved to

be of little use except to identify the clients who had a
telephone (54%, n = 472) and the clients who did not have
telephones (27%, n = 233.

Of those that did not have a

telephone, only four individuals could be reached via a
message number.

Nineteen percent, or 165 charts, had

missing data.
Employment.

Establishing employment, and the

subsequent diagnosis on Axis IV (e.g., unemployment, a
severe stressor), was difficult; 20% (n = 174) of the files
did not have this information available.

Eighteen

percent

(n = 154) were identified as unemployed; whereas, 24% (n =
211) were employed.

Students comprised 38% (n = 333) of the

sample, and included elementary, high school, and college
students.

Small percentages were retired (1%, n = 8) or

disabled (2%, n = 16).
Financial Resources.

As expected, almost all

individuals were IHS eligible; less than 10 people were
identified as being non-beneficiaries or denied services.
Fifty-seven percent (n = 496) had IHS only; 16% (n = 138)
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had insurance (e.g., Blue Cross/Blue Shield, EBMS) in
addition to being eligible for IHS.

Twenty-five

percent

(n = 217) had Medicaid, and <1% had Medicare.
Referral Problem.

Crisis intervention, or work with

individuals presenting with suicidal ideation or with a
suicidal gesture or attempt comprised 13% (n = 117) of the
total cases.

Domestic or physical violence, including both

victims and offenders, accounted for another 17% of the
referrals.

Parent-child problems (15%) and Sexual Abuse

(15%), including victims, offenders, and non-offending
spouses, accounted for the next most likely referral
problem.

Seven percent of the referrals were marital

problems and 6% were grief related.
Treatment History.

Slightly more than half (52%) of

the individuals whose files were examined, had no previous
treatment history.

Slightly less than half, 48%, had had at

least one previous therapeutic experience.
Referral Source.

Twenty-eight percent (n = 241) of the

individuals were self referred to the Mental Health Program.
Family members, spouses, or parents, referred 22% of the
total sample.

Hospitals (7%), doctors (6%), and Public

Health Nurses (2%) combined made up 15% of the referrals.
total of 13% were referred by tribal and county juvenile
officers (2%), jailers/police (3%), courts (5%), and
probation/parole officers (3%).

Tribal and County Social
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Service Departments, Foster Care and Child Protection,
referred 9.5% of the sample.
Date Referred/Date Staffed.

The compilation of these

dates provided more accurate referral rates to the Mental
Health Program on a monthly basis.

An almost perfectly

random time series was revealed (See Appendix I).

In almost

all instances, referrals were staffed at the next regular
Staffing and within seven days from the referral (n = 726,
83%) .
Therapist.

Staff and contracted therapists were

identified, and as expected given the diverse nature of the
referrals, staff carried the bulk of the referrals and
accounted for 25% of the work load; specifically, Swaney,
11%; Fleming, 8%; Azure, 7%; Wedell, 4%; Laber, 4%; and
Buck, 3%.

Various combination of staff members facilitated

the Anger Control Group, which accounted for approximately
3% of the case load.
Therapists whose specialty is family/marital work (8%)
and therapists whose specialty is sex offender evaluation
and treatment (3%) were the private practitioners most often
contracted by the Mental Health Program.

Approximately 16%

of clients referred for contracted care received therapy
from a wide ranging and diverse group of psychologists,
licensed professional counselors, and masters' of social
work.
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It is interesting to note that 33% of the referred
clients did not have any contact with a therapist.
were referred to the

Clients

Mental Health Program, a letter was

sent offering an intake, and these individuals did not
respond to the letter.

Clients identified as having

Medicaid as a resource were simply referred to a Medicaid
provider in the letter.
Waiting List.

Of all the files reviewed in the three

years, only 6.5% of the clients, 49 individuals, were placed
on a waiting list.

Individuals on the waiting list waited

between one and 12 weeks for their therapy; the average wait
was six weeks (mean = .59, median * 0, and standard
deviation = 3.52 weeks)
Alcohol and Drug Abuse.

Fifty percent (n = 431) of all

the referrals did not involve alcohol or drugs;

conversely,

42% (n = 369) did involve the individuals using, abusing, or
being dependent on alcohol and/or drugs.

Primary diagnosis

of chemical dependency or abuse was considerably smaller,indeed, only seven percent of the clients were diagnosed as
such.

Three percent of the referrals were children whose

difficulties stemmed directly from their parent(s) use of
drugs or alcohol.
Time in Therapy. Of those 83% accounted for, the
number of sessions were tallied in each individuals' file
and it was learned that 51% (n = 447) were never seen by a
mental health worker; 15% (n = 130) were seen five times by
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a staff member.

Indeed, three-fourths (74.5%) of the

individuals referred to the Mental Health Program were seen
5 or fewer times.

The remaining 25 percent were seen

between 6 to 45 sessions.
was five sessions.

The average time spent in therapy

Because these numbers are skewed, the

median = 1 session is a more useful figure.

The number of

sessions, or time in therapy, could not be accounted for in
17% of files examined, e.g., clients referred to Medicaid
providers.
Axis I .

Primary diagnoses were identified and coded

for each individual's file.

Family problems (including

marital problems, parent-child problems, other specified
family circumstances, e.g., divorce) comprised the largest
grouping, or 20%, of the referral problems.

Anxiety

disorders (including Post Traumatic Stress Disorder)
comprised the second largest grouping or 10% of the total
sample.

Depressive disorders (including major depressions,

dysthymia, and adjustment disorder with depressed mood)
accounted for nine percent of the sample.

Individuals whose

dependence or abuse of a chemical substance was a primary
diagnosis on Axis I made up seven percent, frank
presentation with suicidal ideation/gesture/attempt
accounted for 11% of the referral base, and adult antisocial
behavior (or domestic violence perpetrators) totaled five
percent.

Grief reactions comprised another five percent of

the referrals.
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The remaining 38% of the sample was evenly distributed
among the remaining Axis I diagnoses, including:

three

percent with No Diagnosis, three percent with conduct
disorders/oppositional defiant disorders, two percent with
adjustment disorders, one percent was noncompliant with
medical treatment, one percent with occupational problems,
and numerous others whose percentages were less than one
percent.
Axis II.

Eighty-two percent of the individuals

referred to the Mental Health Program did not have a
diagnosis on Axis II.

Borderline intellectual functioning

and moderate and severe mental retardation comprised a
little more than one percent of the referrals.
Developmental disorders, i.e., arithmetic and expressive
writing disorder, accounted for somewhat less than one
percent of the total referrals.
Personality Disorder, NOS (5.5%), Dependent Personality
Disorder (4.7%), and Antisocial Personality Disorder (2.4%)
were the next most highly represented groups.

Borderline,

Avoidant, Narcissistic Histrionic, and Passive-Aggressive
Personality Disorders were diagnosed, but each diagnostic
category accounted for less than one percent of the
clientele.
Axis III.

Out-of-balance electrolytes in eating

disordered individuals and knee or back problems were the
two medical problems most often identified (n = 21 and
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n = 21, respectively).

Obesity (n = 19), gynecological

problems (n = 19), gastritis (n = 16) , epilepsy (n = 16),
diabetes (n = 14), headaches (n = 11) , ulcers (n = 11),
asthma (n = 3), and hypertension (n = 3) , in this order,
were diagnosed in 22% of the files reviewed.

Each of these

medical problems account for <2% of the total.

Conversely,

77% of the clients' files did not identify any medical
problems relevant to psychological functioning.
Axis IV.

In the files reviewed, psychosocial stressors

were identified in each category.

No event was identified

as a stressor in 6% of the referrals; whereas, 7% fell
within the Mild range, 23% fell within the Moderate range,
33% fell within the Severe range, 28% fell within the
Extreme range, and 2% fell within the Catastrophic range of
severity of psychosocial stressors.

Six percent of the

charts reviewed had no diagnosis on Axis IV.
Axis V .

Three percent (n = 27) of the sample fell in

the functional level and were not seen as being in need of
therapy.

Sixty-nine percent (n = 610) were seen as

appropriate for out-patient therapy (Global Assessment of
Functioning: 31-70) and 26% (n = 223) were rated as being
appropriate for in-patient therapy (Global Assessment of
Functioning:

0-30).

Eleven, 1%, of the files reviewed had

missing data.
Rating.

Seventy-four percent of the individuals

referred to the Mental Health Program did not meet the

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

63

rating criteria, i.e., a score of 10, 11, or 12, for funding
through IHS Contract Care.

Twenty-three percent met rating

criteria for utilizing Contract Care dollars, 9% rated a 10
(n = 81), 7% rated an 11 (n = 62), and 7% (n = 60) rated a
12.

In 3% of the cases,

(n = 30) a rating was not able to

be ascertained.
Suicide.

Suicidal ideation, gestures, attempts, and

completions were tabulated.

Of the 871 files reviewed, 168

or 19% of the clients were referred for, or presented with,
suicidal ideation.

Twenty-two gestured (3%) and 19 (2%)

attempted suicide.

Five individuals (.57%) completed

suicide between October 1, 1990, and September 30, 1993, and
the Suicide Register was examined and is discussed in
greater detail below.
Accepted Therapy.

Thirty-eight percent (n = 328) did

not accept the offer for therapy following their lone
session with a mental health worker or did not respond to an
out-reach letter offering therapy.

Fifteen percent of the

sample could not be tracked, because after they were
identified as having a Medicaid resource they were simply
referred to Medicaid providers and their files were closed.
Forty-seven percent (n = 409) followed through and accepted
the recommended therapy.
Sexual Abuse.

Sixteen percent of the files reviewed

were identified as being adult or juvenile sex offenders.
Seven percent were identified as being sexual abuse victims,
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and fewer than one percent (.6) were identified as a non
offending spouse.
Domestic Violence.

Of the 871 files reviewed, 11%

(n = 100) were identified as violent/aggressive individuals.
Nine percent (n = 79) were identified as being victims of
physical violence, and three percent (n = 30) witnessed
physical violence.
Treatment Summaries.

In the 25% of the cases that were

applicable, 7% (n = 57) did not have treatment summaries
from the contracting therapist.

Seventeen percent (n = 149)

had the required treatment summaries or case notes.
Denial of Therapy.

Indian Health Service denied

therapy in only 5% (n = 46) of the files reviewed.

Nineteen

percent (n = 168) of the total were funded by IHS and
provided with a contracted therapist.

A full 75% of the

cases were not applicable, i.e., the client did not follow
through, a staffmember picked them up, etc.

Denial of

payment was a function of the client's failure to notify
Contract Care the required 72 hours prior to the time of
service, the therapist's failure to provide a treatment
summary, and lack of financial resources.

In less than 40

cases (5%) therapy was denied because of lack of financial
resources; and even then, alternatives were offered to the
client.
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Suicide Register
The suicides registers for the three fiscal years,
1990-1991, 1991-1992, and 1992-1993, were examined and
incident rates/assessment findings of suicidal ideation,
gestures, attempts and completions were tabulated.

During

these three years, 165 individuals reported suicidal
ideation, were treated at a hospital or in therapy for a
suicide gesture/attempt, or completed suicide.
(42%) were males and 95 (58%) were females.

Seventy

Their ages

ranged between 11 and 74 years, with an average age of 27.6
years.

Eighty (48%) were single, 29 (18%) were married, 29

(18%) were separated or divorced, 13 (8%) lived common-law
with a partner, and 13 (8%) marital status' were unknown.
Both males (30, 43%) and females (50, 52%) were more likely
to be single than to be in some other living arrangement.
Of the 165 identified individuals, 65 (39%) experienced
suicidal ideation, 57 (35%) made a suicide gesture, 38 (23%)
made a suicide attempt, and 5 (3%) completed suicide.
Females were more likely to gesture (42 of 95, or 44%),
whereas males were more likely to have ideation (36 of 70,
or 51%) .
Home (114 individuals or 70%) was the location where
individuals were most often identified as experiencing
thoughts or exhibiting behavior that would include them in
the suicide register.

However, 17 (10%) individuals'

locations were not identified.

Jail (13 individuals or 8%)
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was the next likely location to be identified, followed by
an "isolated setting" (9 individuals or 5%) .

In 62 percent

(101) of these 165 cases, alcohol and/or drugs were
involved.
In 41 percent of the individuals identified, the
breakup of a relationship (59 individuals or 36%) or divorce
(8 individuals or 5%) were identified as potential causes of
the individuals' ideation, gesture, attempt, or completion.
Forty-two (27%) individuals were seen as experiencing
"other" causative factors, followed by 14 (9%) who had
recently experienced the death of a loved one.

Males (31

individuals or 45%) were more likely than females (4
individuals or 5%) to indicate a break-up in a relationship
or a divorce as the potential cause.
A full 76 percent (125 individuals) were not identified
as having had a relative, friend, or both suicide.

However

29 individuals (18%) noted a family member as having
suicided, 9 individuals (5%) had had a friend suicide and 1
individual (.6%) indicated both a friend and a relative had
suicided.

Twenty females (21%) indicated a family member

had suicided.
Of the 165 individuals identified, 23 (14%) came from
homes where there was sexual abuse or they were themselves a
sexual abuse victim, 27 (29%) came from alcoholic homes, and
46 (28%) came from physically violent homes.

Eight (5%)
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were diagnosed with a major affective illness, i.e., bi
polar disorder or major depression.
Almost one half of the 164 individuals (81 or 49%) had
never been identified as having had suicidal ideation
before, or made a suicidal gesture, or attempt.

Twenty-

seven percent (45 individuals) had one previous contact with
the Mental Health Program of this nature, seven percent (12
individuals) had two previous contacts, seven percent (12
individuals) had three previous contacts, and four percent
(7 individuals) had four previous contacts.
Of these 165 individuals, 115 (70%) accepted and
followed through with therapy from the Tribal Mental Health
Program; 31 (18%) accepted the offer for therapy but failed
to follow through with therapy despite out-reach efforts.
Eleven (11), or seven percent, refused services.
Structured Interviews
The interviews with program personnel and supervisors
occurred in a somewhat slightly different method than as
originally planned.

The interviews were informal, occurred

after the staffmember had had an opportunity to review the
results chapter, and the questions were simple:
to stay the same?

What could we do better?

What needs

What were your

reactions to the findings presented in Chapter Three?
All individuals interviewed had thoughts about the
finding that the Tribal Mental Health Program is routinely
referred to and utilized by the tribal community.

Several
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saw it in a historical perspective and were reassured that
hiring tribal members, to bridge the previously perceived
gulf between mental health and the reservation community,
had been a success.

It was believed that tribal members are

now asking for mental health services and that it appears
the Mental Health Program has been successful in
establishing itself as a viable helping agency on the
reservation.

The finding that fell out from this, namely,

that a good portion of the referrals then fail to follow
through with the recommended therapy was explained in a
variety of ways.

One individual suggested that the intake

process itself was therapeutic, another thought that perhaps
individuals presented when in crisis and after the crisis
eases they lose their interest in pursuing therapy.

Still

another reported that she began to think of intakes as an
opportunity to educate and wondered if the clients shouldn't
simply be assigned to a worker (given the average length of
therapy being seven sessions) than referred on as this might
contribute to their dropping out.

One individual maintained

that intakes provide the opportunity to acquaint clients
with the numerous resources available to them, and suggested
that clients my choose these other resources.

All felt that

greater exploration of these findings would assist the
program in identifying ways to better meet the needs of the
clients.

However, one individual argued that clients are
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always encouraged to articulate their preferences for
therapy.
Another issue raised was that IHS Contract Care has
established the policy that "IHS is the payee of last
resort."

Does that mean, however, that this is also the

policy of Direct Care?

Additionally, when Tribal Mental

Health is identifying resources and channeling individuals
to use their Medicaid, etc., are we assessing their
resources or are we assessing who will utilize therapy?
The finding that there was a relatively small number of
sexually abused children seen by contracted or direct
service staff was discussed at some length.

One individual

wondered if this reflected the Tribal Mental Health
Program's separation from Tribal Social Services (these
clients are largely Medicaid eligible) and that perhaps the
Mental Health Program should re-examine the energy and the
dollars directed toward this problem.

Additionally, how the

Program personnel code sexual abuse victims was discussed,
problems were identified, and it was recommended that a
standard method/procedure be initiated.

Given the various

ways staffmembers code this problem area very likely
contributed to the small number of individuals identified as
being sexual abuse victims.
All Mental Health staff felt obligated to follow-up the
referrals to the Program, even if the "return rate" was
poor.

One staffmember maintained that even this small help
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ultimately benefitted the client and assisted them in
getting the client the help they needed.

Given that a

letter is oftentimes the Program's only contact with the
individual, one staffmember suggested that pamphlets or
brochures related to the referral issue be enclosed
routinely.
Multi-generational grief and loss has been identified
as an issue for American Indians and interviewed individuals
felt that the clientele have learned coping strategies as a
consequence of their survival.
data was difficult to tease out.

How this is reflected in the
Indeed, one individual

felt that we have diagnosed but wondered if we had tapped
into the level of internal distress.
The suicide register revealed that approximately 41%
(76) of the 164 individuals identified as having had
suicidal ideation/gesture attempt had had between one and
four previous contacts with the Mental Health Program
regarding this same issues.

Given the high level of alcohol

and drug use in this population, it was recommended that the
Mental Health Program join forces with the Alcohol Program
to combat this problem.

Indeed, those clients were seen as

high risks and regular, on-going training of chemical
dependency counselors was strongly recommended.
Training staffmembers in short-term therapy was
recommended.

Finally, the on-going collection of data was

strongly supported.

Indeed, this research sparked interest
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among the staff and several voiced their interest in
gathering data post a change in programmatic procedure to
determine whether or not the change had been beneficial.
Costs
Costs were difficult to interquantify because of
varying rates, time spans, meetings, and travel.

In fact,

it was not possible to identify the costs.
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Chapter Four
Discussion
The composite picture that emerges reveals that the
clients served by the Tribal Mental Health Program are
predominately young (75 percent are 35 years of age or
younger) and about an equal proportion of males and females
are served (with females, not surprisingly, being slightly
more represented).

Clients were largely self referred or

referred by family members; indicating that the Tribal
Mental Health Program is seen as a viable resource by tribal
members living on the Flathead Reservation and by area
referring agencies.
Crisis problems (suicidal ideation, domestic violence,
etc.) account for one-third of the work conducted by the
Mental Health Program.

Again, the Mental Health Program is

regularly used by the local hospitals, physicians, and law
enforcement agencies during the course of emergencies.
Sexual abuse (i.e., Post Traumatic Stress Disorder) and
treating and evaluating both offenders and victims accounts
for one-tenth of caseload.

Angry adolescents account for a

small portion of the referrals (three percent).
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Depression and its variations accounted for about onetenth of the referrals/case load.

Again, the Mental Health

Program appears to be meeting the needs of the clientele bycontracting with a psychiatrist.

However, his waiting list

is growing, perhaps as a consequence of the good results and
the help that has been provided.

An interesting feature has

emerged during the course of treating one individual for
depression: three generations of a family and several
cousins now account for almost one-fourth of the
psychiatrist's case load.

Given depression's biological

base and the limited numbers of families that comprise a
tribal setting, it is interesting to speculate how a single
family diagnosed with depression could boost the level of
depression for the Tribes.
Only four percent of all referrals to the Tribal Mental
Health Program were denied services; three percent were
identified as "functional" and not needing therapy.

After

having had therapy offered to them, 40 percent failed to
follow through with the recommended therapy.
Tribal Mental Health staff, including both full and
part-time, carry 40% of the workload.

Contracted providers,

or private practitioners are widely utilized and meet the
needs of 30% of the individuals seeking treatment.

That 30%

meets criteria for contracted care (with a rating of 10 or
higher) and are treated in an in-patient or out-patient
setting.

As expected, given the emergent nature of the
73
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referrals, the various contracted providers, Dr. Wedell, and
Ms. Swaney were the therapists who see clients that
typically require more than the average seven sessions.
An examination of the rate and timing of referrals to
the Mental Health Program revealed an almost perfectly
random time series.
noted.

Overall, no seasonal influences were

Essentially, the demand for services is high and

growing.
It appears that the Tribal Mental Health Program is
utilizing its staff to triage cases in an advantageous way.
Cases that rate out are referred to contract care providers
those clients that do not meet IHS contract care funding
criteria are picked up by staffmembers.

Additionally,

complicated cases involving multiple tribal agencies are
carried by staff members whenever possible.

The needs of

children, domestic violence perpetrators, and sexual abuse
victims and offenders are being met as a consequence of
contracting with a pediatric psychologist, the anger control
group, and IHS Billings Area Office, and more recently, the
Tribes contract with Dr. Wedell and Mr. Hudak, respectively.
Referring cases out to contract care providers when clients
rate out, then, may contribute to the Mental Health staff's
believing that they have assisted a client; when in fact,
the client may not feel helped at all.

Further inquiry into

therapist preference and location of treatment preference on
the part of the client should be explored.

This may provide
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some insight into understanding the 42% who fail to follow
through with the offer for therapy.
Marital, family, and parent-child problems, which
account for 20% of the referrals, are the areas in which the
Mental Health Program has difficulty meeting the needs of
the tribal community.

Adding trained staff or training the

present staff to work in these specific areas is
recommended.
Overall, the files reviewed evidenced excellent
documentation.

In only a few instances (i.e., employment,

telephone) was data missing.

Some paperwork was excessive

and in some files referrals were completed when it was
evident that the session was a one-time-only contact.

A

procedure for documenting brief service contacts should be
included in the procedures of the Tribal Mental Health
Program.

A confounding aspect of the data collection was

the changing forms or absent paperwork, i.e., closing sheet,
suicide register, and priority worksheet.

Because of the

changing priority worksheet; it was not possible to tabulate
the numbers of clients who were a danger to themselves or
others.
As previously indicated, clients with a Medicaid
resource accounted for 22% of the referrals.

Indian Health

Service is the "payment of last resort" meaning that all
other payment resources must be utilized before IHS will
fund therapy.

Therefore, in only rare instances does Mental
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Health staff work with these clients, as the mechanism to
recoup these dollars has only recently been put in place.
This problem has already been addressed by compiling a list
of Medicaid eligible providers and making it available to
Tribal Social Services and Juvenile Probation.

These

programs are already assuming responsibility for referring
their clients directly to private practitioners.

As

previously stated, exceptions are made to this general
position of the Tribal Mental Health Program when the need
arises.
Individuals who completed suicide had no prior contact
with the Mental Health Program; reviewing the data on each
of these individuals did not suggest a way to intervene.

By

virtue of the lethality of the method and the isolated
setting, it was clear that these individuals intended to
kill themselves.

One female and four males suicided.

At

the time of their death, they ranged in age from 25-28 years
of age and were for the most part alone.

Two of the

suicides involved alcohol or drugs and two did not.

In the

fifth suicide case it was not determined whether alcohol or
drugs were involved.

In the five completed suicides, an

ending relationship or ending marriage appeared to be a
contributing factor.

Please refer to Appendix G (Suicide

Register) for more specific information.
The Mental Health staff spends one-fourth of its time
responding to suicidal clients; given liability issues, the
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Tribes have already begun to address this staffing shortage
by adding a M.A. and a Ph.D. level clinician.

Eighteen

percent of the suicidal clients have had more than one
gesture/attempt.

It is recommended that this group of

gesturing/attempting individuals be identified, as they are
consuming a large proportion of the resources, and that the
Mental Health Program be directed to develop a policy
articulating how the Tribes will choose to respond to and
treat these individuals.
Referrals tend to come from five locations:
Ignatius, Ronan, Pablo, Arlee, and Poison.

St.

The Mental

Health Program currently has offices in St. Ignatius and
Ronan.

Office space throughout the tribal organization is a

problem; however, distance to the therapy session or lack of
transportation may account for the 42% failure rate of
individuals to accept the offer for therapy.

Further

inquiry into the meaning of this statistic would assist the
program in deciding its next course of action in this
regard.
While the Mental Health Program is required to complete
paperwork (Appendix E:

PCC Ambulatory Encounter Record)

that contributes to Indian Health Service data collection,
the Program has not had access to regular and routine
compilations of these data.

With the Tribes compacting,

this previously estranged position is now being modified.
Indeed, the Program Manager of Clinical Services recently
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provided the Mental Health Program with data on the number
of client contacts of staff members for a three month
period.

Monthly summaries would be of enormous assistance

and would aid the Mental Health Program in identifying the
needs of the clients and tailor treatment services to meet
those needs.

For example, in the event eight depressed

individuals self-referred from Pablo; it would be feasible
for the Program to offer a group in that community.

Another

method for compiling data, while at the same time reviewing
a chart when closing it, would be the development of a check
list/coding sheet that summarizes the file's activity.

This

data could be easily be compiled on an on-going basis, could
answer the specific questions the Mental Health Team is
concerned with, and could readily be accomplished.
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Chapter Five
Summary
An exhaustive review of the Tribal Mental Health
Program's referrals for three years of files was undertaken
for the purpose of profiling the demographic characteristics
of the clientele.
identified:

The common referral problems were

suicidal ideation/gestures/attempts,

family/marital/parent-child problems, depression, sexual
abuse, and domestic violence.

The Mental Health Program is

meeting the needs of these individuals; however, adding
staff with specific skills and training in forensic work and
family work is strongly recommended.
Routinely tallying factual data would provide important
information for administrators and contracting agencies.
The compilation of this data would also assist in program
planning geared to the specific needs of the clients on the
Flathead Reservation.
This evaluation was accomplished by an employee of the
Tribal Mental Health Program and as a consequence, biased
impressions and recommendations may have been a result.

On

the other hand, this "inside" perspective may not have been
possible had an outside evaluation been undertaken.

Given

that 42% of the clients fail to follow through with the
79
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recommended treatment, a perspective from these clients
would be of invaluable assistance.

It is hoped that the

data will speak for themselves and guide decision making and
program planning.
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Treaty with the Flatheads. Etc.

1855
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TREATY WITH THE FLATHEADS, ETC.. 1855.
Jniy ig. mbs.

A rticles o f agreement and convention made and concluded at the treaty-

p.h5&~w « m» ground at S e ll Gate, in the B itte r R oot Valley, th is sixteenth day o f
ProclaimedApr.
J u ly , in the year one thousand eight hundredand jifty -jir e , by and
14Mbetween Isaac I. Stevens, governor and superintendent o f Indian
affairs fo r the Territory o f Washington, on the p a rt o f the Cn ited
States , and the undersigned chiefs, head-men. and deleaotes o f th e
confederated tribes o f the F lathead, Kootenay, and tipper Fend
<FOreilles Indians, on behalf o f and acting fo r said confederated
tribes, and being duly authorized thereto by them. I t being under
stood and agreed th a t the said confederated tribes do hereby constitute
a nation, under the name o f the F lathead F a t ion. icith Victor, the
head c h ie f o f the Fleathead tribe, as the head c h ie f o f the sa id notion,
and that the several chiefs, head-men, and delegates, whose mantes ore
signed to th is treaty, do hereby, in behalf o f their respective trihex,
recognise Victor as sa id head chief.

tbe'cniwdstatea* ” A r t i c l e 1. The said confederated tribe of Indians hereby cede, reline
quish, and convey to the L’nited States ail their right, title, and inter
est in and to the country occupied or claimed by them, bounded and
described as follows, to wit:
Booodariea.
Commencing on the main ridge of the Rocky Mountains at the fortyninth (49th) parallel of latitude, thence westwardly on that parallel to
the diride between the Flat-bow or Kootenay River and Clarke's Fork,
thence southerly and southeasterly along said divide to the one hun
dred and fifteenth degree of longitude, (115-.) thence in a southwest
erly direction to the divide between the sources of the St. Regis Borgia
and the Coeur d’Alene Rivers, thence southeaster! rnnd southerly along
the main ridge of the Bitter Root Mountains to the divide between the
head-waters of the Koos-koos-kee River and of the southwestern fork
of the Bitter Root River, thence easterly along the divide separating
the waters of the several tributaries of the Bitter Root River from the
waters flowing into the Salmon and Snake Rivers to the main ridge of
the Rocky Mountains, and thence northerly along said main ridge to
the place of beginning.
Rcwmoon.
A b t i c l e 2. There is. however, reserved from the lands above ceded.
for the use and occupation of the said confederated tribes, and as a
general Indian reservation, upon which may be placed other friendly
tribes and bands of Indians of the Territory of Washington who may
agree to be consolidated with the tribes parties to this treaty, under
the common designation of the Flathead Nation, with Victor, bead
chief of the Flathead tribe, as the head chief of the nation, the tract
of land included within the following boundaries, to wit:
Bnuudarfo.
Commencing at the source of the main branch of the Jocko River:
thence along the divide separating the waters flowing into the Bitter
Root River from those flowing into the Jocko to a point on Clarke's
Fork between the Camash ana Horse Prairies; thence northerly to.
and along the divide bounding on the west the Flathead River, to a
point due west from the point half way in latitude between the north
ern and southern extremities of the Flathead Lake: thence on a due
east course to the divide whence the Crow, the Prune, the So-ni-ei-em
and the Jocko Rivers take their rise, and thence southerly along said
- divide to the place of beginning.
etc?1* All which tract shall be set apart, and. so far as necessary, surveyed
e n
and marked out for the exclusive use and benefit of said confederated
tribes as an Indian reservation. Kor shall any. whitejnan, excepting
those in the employment of the Indian department, be permitted to
reside upon the said reservation without permission of the confederated
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tribes, aad the superintendent and agent. And the said confederated
tribes agree to remove to and settle upon the same within one year after
the ratification of this treaty. In the meantime it shall be lawful for
them to reside upon any ground not in the actual claim and occupation
of citizens of the Unitea States, and upon any ground claimed -or
occupied, if with the permission of the owner or claimant.
Guaranteeing however the right to all citizens of the United States
to enter upon and occupy as settlers any lands not actually occupied
and cultivated by said Indians at this time, and not included in the
reservation above named. A ndprovided. Thatany substantialimproveto be..«iments heretofore made by any Indian, such as fields enclosed and mention un?«de^
cultivated and houses erected upon the lands hereby ceded, and which
he may be compelled to abandon in consequence of this treaty, shall
be valued under the direction of the President of the United States,
and payment made therefor in money, or improvements of an equal
value lie made for said Indian upon the reservation: and no Indian
will be required to abandon the improvements aforesaid, now occupied
by him. until their value in money or improvements of an equal value
shall be furnished him as aforesaid.
A r t i c l e 3. A n d provided, That if necessary for the public convenience roads may oe run through the said reservation; and. on the
other hand, the right of way with free access from the same to the
nearest public highway is secured to them, as also the right in com
mon with citizens of the United States to travel upon all public
highways.
The exclusive right of taking fish in all the streams running through
frfar„
Prtvi~
or bordering said reservation is further secured to said Indians; as
also the right of taking fish at all usual and accustomed places, in com
mon with citizens of the Territory, and of erecting temporary buildings
for curing; together with the privilege of hunting, gathering roots and
berries, and pasturing their horses and cattle upon open ana unclaimed
iand.
^
A r t i c l e A In consideration of the above cession, the United States ciatedstua. r
*
agree to pay to the said confederated tribes of Indians, in addition to
the goods and provisions distributed to them at the time of signing
this treaty the sum of one hundred and twenty thousand dollars, in
tbe following manner—that is to say: For the first year after the rati
fication hereof, thirty-six thousand*dollars, to be expended under the
direction of the President, in providing for their removal to the reser
vation, breaking up and fencing farms, building houses for them, and
for such other objects as he may deem necessary. For the next four
years, six thousand dollars each year: for the next five years, five
thousand dollars each vear; for the next five years, four thousand
dollars each year; and for the next five years, three thousand dollars
each year.
All’ which said sums of monev shall be applied to the use and benefit Bovr to b**ppU"'
of the said Indians, under the direction of the President of the United
State’s, who may from time to time determine, at his discretion, upon
what beneficial’objects to expend the same for them, and the superin
tendent of Indian affairs, or other proper officer, shall each year inform
the President of the wishes of the Indians in relation thereto.
A r t i c l e 5. The United States further agree to establish at suitable
10
points within said reservation, within one year after the ratification
hereof, an agricultural and industrial school, erecting the necessary
buildings, keeping the same in repair, and providing it with furniture,
books, and stationery, to be located at the agency, and to be free to
the children of the said tribes, and to employ a suitable instructor or
instructors. To furnish one blacksmith shop, to which shall be attached M'ch,micV*hopa tin and gun shop: one carpenter's shop; one wagon and ploughinaker’s shop: and to keep the same in repair, and furnished with the
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necessary tools. To employ two farmers, one blacksmith, one tinner,
one gunsmith, one carpenter, one wagon and plough^ maker, for the
instruction of the Indians in trades, and. to assist them in the same. To
erect one saw-mill and one flouring-mill. keeping the same in repair
and furnished with the necessary tools and fixtures, and to employ two
Hnpitai.
millers. To erect a hospital, keeping the same in repair, and provided
with the necessary medicines and furniture, and to employ a physician:
and to erect, keep in repair, and provide the necessary 'furniture the
buildings required for the accommodation of said employees. The
said buildings and establishments to be maintained and kept in repair
as aforesaid, and the employees to be kept in service for the period of
twentv years.
h«id chie£*Iarr to And in view of the fact that the head chiefs of the said confederated
tribes of Indians are expected and will be called upon to perform many
services of a public character, occupvingmuch of their time, the United
States further agree to pay to each of the Flathead, Kootenay, and
Upper Pend d'Oreilles tribes five hundred dollars per year, for the
term of twenty years after the ratification hereof, as a salary for such
persons as the said confederated tribes may select to be their head
chiefs, and to build for them at suitable points on the reservation a
comfortable house, and properly furnish the same, and to plough and
fence for each of them ten acres of land. The salary to he paid to,
and the said houses to be occupied bv, such head chiefs so long as they
may be elected to that position by their tribes, and no longer.
b^*bor1neZIbrs?i>e And all the expenditures and expenses contemplated in this article
rhniiSif“t“ “ ^M
not this treaty shall be defrayed by the United States, and shall not be
cougcaonaao
deducted from the annuities agreed to be paid to said tribes. Nor
shall the cost of transporting the goods for the annuity payments be a
charge upon the annuities, but shall be defrayed by the United States.
.ira^«?nd':v-:aiu3£ A m i c u s 6. The President may from time to time, at his discretion,
cause the whole, or such portion of such reservation as he may think
proper, to be surveyed into lots, and assign the same to such individuals
or families of the said confederated trims as are willing to avail them
selves of the privilege, and will locate on the same as a permanent
home, on the same terms and subject to the same regulations as are
A-nie. p.
provided in the sixth article of the treaty with the Cknahas, so far as
the same may be applicable.
lna S ^ r
A r t i c l e 7. The annuities of the aforesaid confederated tribes of
Indians shall not be taken to pay the debts of individuals.
frt«KUr«iitSJnl!fr'c A r t i c l e 8. The aforesaid confederated tribes of Indians acknowledge
their dependence upon the Government of the United States, and
promise to be friendly with all citizens thereof, and pledge themselves
rtepmucfmi. lSt to commit no depredations upon the property of such citizens. And
maice «arexcept, etc. should any one or more of them violate this* pledge, and the fact be
satisfactorily proved before the agent, the property taken shall be
returned, or, in default thereof, or if injured or aestroyed, compensa
tion may he made by the Government out of the annuities. Nor will
they make war on any other tribe except in self-defence, but will sub
mit all matters of difference between them and other Indians to the
Government of the United States, or its agent, for decision, and abide
thereby. And if any of the said Indians commit anv depredations on
any other Indians within the jurisdiction of the United States, the
same rule shall prevail as that prescribed in this article, in case of
^i.nurwnderodewi- depredations against citizens. A id the said tribes agree not to shelter
or conceal offenders against the laws of the United States, but to
deliver them up to the authorities for trial.
w'^rommoJeWho A r t i c l e 9. The said confederated tribes desire to exdude from their
drink, -etc.. udcnt reservation the use of ardent spirits, and to prevent their people from
spirta.
drinking the same: and therefore it is provided that any Indian belong
ing to said confederated tribes of Indians who is guilty of bringing
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liquor into mid reservation, or who drinks liquor, may have his or her
proportion of. the annuities withheld from him or her for such time as
the President mav determine.
Gu»i»niyofreserva
Article 10. The United States further agreeto guaranty the exclu tion against certain
Hudson Bay
sive use of the reservation provided for in this treaty, as against any cUimeol
Company.
claims which may be urged, by the Hudson Bay Company under the
provisions of the treaty between the United States and Great Britain
of the fifteenth of June, eighteen hundred and forty-six, in conse
quence of the occupation of a trading-post on the Pru-in River by the
servants of that company.
Bitter Root Valley
Article 11. It is, moreover, provided that the Bitter Root Valley, to be surveyed, and
portions may be set
above the Loo-lo Fork, shall be carefully surveyed and examined, and apart
for reservation.
if it shall prove, in the judgment of the President, to be better adapted
to the wants of the Flathead tribe than the general reservation pro
vided for in this treaty, then such portions or it as may be necessary
not to
shall be set apart as a separate reservation for the said tribe. No beMeanwhile
ooened for settle
portion of the Bitter Root Valley, above the Loo-lo Fork, shall be m ent.
opened to settlement until such examination is had and the decision of
the President made known.
W hen treaty to take
A r t i c l e 12. This treaty shall be obligatorv upon the contracting effect.
parties as soon as the same shall be ratified by the President and Senate
of the United States.
In testimony whereof, the said Isaac I. Stevens, governor and super
intendent of Indian affairs for the Territory of Washington, and the
undersigned head chiefs, chiefs and principal men of the Flathead,
Kootenay, and Upper Pend d'Oreilles tribes of Indians, have hereunto
set their hands ana seals, at the place and on the day and year herein
before written.
Isaac I. Stevens, [l. s.]
Governor and Superintendent Indian Affairs W. XL
Victor, head chiefof the Flathead
Nation, hia x mark.
[l.*.]
Alexander, chief of the Upper
Pend d’Oreilles, hia x mark.
[u a.]
Michelle, chief of the Kootenava,
hia x mark.
[us.
Ambroee, hia x mark.
|t_s.
[l a.
Pah-aoh, hia x mark.
Bear Track, hia x mark.
‘i~a
Adolphe, bis x mark.
|t_a.
Thunder, hia x mark.
[l.a

James Doty, secretary.
R. H. Lansd&le, Indian
Agent.
W. H. Tappan, sub Indian
Agent.

Bi? Canoe, bin x mark.
Kootel Chah, hia x mark.
Paul, hia x mark.
Andrew, hia x mark.
Michelle, hia x mark.
Battiate, hia x mark.
Kootenaya.
Gun Flint, hia x mark.
Little Michelle, his x mark.
Paul See, bis x mark.
Moeea, hia x mark.

L. S.

t~ a.'
£_ S.]

‘l.s.;
L 8.'
C_8.'
' l . S.

’l.8.
[t- 8.
’l_ S.

Henry R. Crosire,
Gustavus Sohon, Flathead
Interpreter.
A. J. Hoecken, sp. mis.
William Craig.

TREATY WITH THE OTTAWA AHD CHIPPEWA. 1855.
A rticles o f agreement and convention made and concluded at the city o f
Julyji. isss.
D etroit, in the State o f M ichigan, this the thirty-first d a y o f J u l y . usiat-aa.
one thousand eight hundred and fifty-five, between George TFTM anyAprtl I5>
penny and H enry C. Gilbert, commissioners on the p a rt o f the ig£rociatm«tscpt.io.
U nited States, and the Ottawa and Chippewa Indians o f M ichigan,
parties to the treaty o f March 28, 1836,

In view of the existing condition of the Ottowas and Chippewas. and
of their legal and equitable claims against the United States, it is
agreed between the contracting parties as follows:
A r t i c l e 1. The United States will withdraw from sale for the beneto*be^tti£
fit of said Indians as hereinafter provided, all the unsold public lands drawnfromsale.
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,HRSA WEEKLY
W ACTIVITIES REPORT
t

INDIAN ELiuuuLtxx

nomir

m e Uepai.tjua.ic of Health and Hxaan Services has issued new rules
governing eligibility for health cervices provided by HRSA's
Indian Health Service. Ihe final rules will cake effect March
16, 1988,- 6 months after publication in the Sept. 16 FEDERAL
REGISTER. Ihe rules are Intended to sec limits oa the eligible
service population and enable the IHS to direct its services to
those who qualify for IHS core. Ihe rules also will enable Che
IHS to allocate resources mnong beneficiary groups based upon
clearly defined local service populations. Ihe mare precise
eligibility requlraaents, applicable to both direct and contract
health services, are expected to enhance coordination of patient
care in IHS and non-IHS facilities. Under Che new rules, an
eligible person must be a member of a federally recognized
Indian tribe and reside within a designated health service
delivery area. The tribal nsmhership requlroenc would be waived
for Indian children 16 years of age and younger who have at
least one natural parent who is a member of a tribe and
otherwise eligible for IHS services. " A former resident of a
designated health sarvice delivery area who is otherwise
eligible also may receive services foam IHS and IHS-funded
facilities in any health service delivery area but not foam
contract health care providers. After the rules take effect, a
6-month grace period ending Sept. 18, 1988, continues
eligibility under the former rules to chose who would lose
eligibility under the new rules and who had used IHS or
Q5-ftnded facilities between Sept. 15, 1984, and Sept. 16,
1987. This 1-year transition period will permit time for
education and will enable persons eligible but not enrolled as
tribal members to seek tribal membership. It also will allow
others time to moke arrangements for alternate services.
Provision also is made for continuing core for those **o on
Sept. 18, 1988, the last day of Che transition period, ore
under IHS active care or who have chronic degenerative
conditions. (Hr. Sis (301) 443-3377)

HRS A: H elping Build

a

H ealthier Nation
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BRIEF INTAKE/REFKRRAL
MENTAL HEALTH PROGRAM
Tribal Huaan Services
FAMILY
FIRST
NAME:__________________ NAMES:____________ SEX____DOB___________ SSN_

MAILING
HOME
WORK
ADDRESS: ______________________________ PHONE: ____________ PHONE:
HEALTH RECORD NUMBERS:___
HEALTH INSURANCE/MEDICAID:
REFERRAL PROBLEM:_________

SUICIDE POTENTIAL:

TREATMENT HISTORY (Including current treatment, if client is currently in
treatment with another program a SIGURD Release of Information MUST accompany
this referral):_______________________________________________________________

FROM:___________________________ WORKER:_______________________ DATE:
ADDRESS/PHONE »:___________________________________________________
RELEASE OF INFORMATION MUST BE ATTACHEDi»
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REFERRAL NOTICE (CONT.)

PAGE :
DATE STAFFED: _
DATE RESTAFFED:

NAME:___________________
CASE MANAGEMENT DECISION:
ASSIGN TO:______________

NO. OF SESSIONS:

BLUE SLIP TO:.
CLOSE CASE:__

.SUICIDE REGISTER:

WAIT LIST PENDING:

CASE MANAGEMENT ACTIVITIES:

REFERRAL FOR ASSESSMENT AND/OR TREATMENT TO:

SPECIFIC ASSESSMENT QUESTIONS:.

REQUEST FOR RELEASE OF INFORMATION:
RELEASE TO: (15

(2 5.

OBTAIN FROM: (15___________________ (2)

.(3).
.(35.

SPECIFIC INFORMATION:
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-us.opa twB-aaMft/aacc.

PC C AMBULATORY ENCOUNTER RECORD

L i
i
—■
r
i

PURPOSE OF VISIT (PRINT ONLY IN THIS SECTION)

m qv

M * s tc « * ru * t
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HSMTAL HEALTH PRIORITY WORKSHEET
FLATHEAD SERVICE UMIT

DATE:

3ICTI0W IDOB:
Tribe:
SSN:

Patient Name:
Address:
Third Party Resource:

HR • :
Phone:

OUTPATIENT VENDOR:
Address:
Phone:

Pee:
Dates of Service:
Tax ID No:

OTHER VENDOR:
Address:
Phone:

Pee:
Dates of Service:
Tax ID No:

INPATIENT VENDOR:
Address:
Phone:

Fee:
Dates of Service:
Tax ID No: .

SECTIOW II.

S K T I P M III-

t o t a l _______________

EMERGENCY CASE: (Immediate services required to prevent imminent death due
to mental Illness and/or imminent serious danger to others and specialized
examinations related to child abuse.) __________ Yes
No
DSM-III-R: 5 Axis Diagnosis
Axis I (Mental Disorders & V Codes)
Axis II (Devp. £ Pers. Disorders)
Axis III (Physical Disorders)
Axis IV (Psychosocial Stressors)
Acute: (Less than 6 mos)
Enduring: (More than 6 mos)

Priority Rating Scale
I (0-3)_________________________
II (0-1)
0=Chronic/Motivated
l=Dx. and/or Traits Motivated
III (0-3)

Axis V (GAP)
Current: ___________
Past Year: _________

IV (0-3) ___________________
l=Mild
2=Hoderate
3=Severe
V (0-2) ___________________
(0=61-90; 1=31-60; 2=30-0)
TOTAL________________________

Signature (Rating Person):

________________Date:_________

SECTIOW IV.

Payment Authorized by:
Payment Denied by:

Date:
Date of Ltr to Client:

not
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SUICIDE REGISTER
97

for the

Flathead Tribal Mental Health Program
DEMOGRAPHIC INFORMATION:
Name
____________________________________________ Age___________ DOB________
Address
__________________________________
SexTribe
HR#
Marital_Status_______________
Emotoved/Student
SSN#______________________
ASSESSMENT OP SELF-OESTRUCTIVE ACT:
SUICIDAL IDEATION (309.90. Adjustment Disorder. NOS)
P la n :
Access to Plan:,
Date of Ideation_____________________________________________
SUICIDAL GESTURE (not life threatening, cause change).
Method: ICD-9-Code. Description _ _ _ _ _ _ _ _ _ _ _
Date of Self-Destructive Act_______________________
SUICIDE ATTEMPT (life threatening, genuine attempt to complete, not accidental)
Method: ICD-9-Code. Description_____________________________________
Date of Self-Destructive Act__________________________________________
COMPLETED SUICIDE
Method: ICD-9-Code, Description
Date of Self-Destructive Act____
LOCATION:
(home. jail, work place, school)

SOCIAL CONTEXT:_______
(isolated, company of others)

ALCOHOL/DRUG RELATED (please specify): ___________________________
POTENTIAL CAUSE:______________________________________________
(divorce, loss of job. death of a loved one. break-up in a relationship)
SUICIDE HISTORY: (relative, friend) who_________________________ when_
OTHER CONCERNS:____________________
(abuse, alcoholism in the home, violence)

PnviousAtttmpts/GmMtuns/ktoatton
Date

Method

SERVICES
Consult by:

TX Accepted

Date:
Location:

RECOMMENDATIONS:___________________________________________

REFERRALS TO:__________________________________________

RECOMMENDATIONS WERE:
_______ Accepted

Refused

No Follow-Through
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Appendix K
Table 1.
Mental Hea l t h Staffing:
Fiscal Y e a r 1989-1990

Table 2. Mental Health Staffing;
Fiscal Year 1990-1991
Table 3. Mental Health Staffing:
Fiscal Year 1991-1992
Table 4. Mental Health Staffing:
Fiscal Year 1992-1993
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Ta b l e 1.
Mental Health Staffing:
Fiscal Y ear 1989-1990

October 1989
10-05-89
10-12-89
10-19-89
10-26-89

Total_____ Males____ Females
34
23
30
18
105

16
11
12
10

18
12
18
8

24
22
26
14
21
107

13
4
12
5
9

11
18
14
9
12

23
16
18
11
68

12
5
11
9

11
9
7
2

15
33
16
23
87

4
13
6
9

11
20
10
14

22
33
21
19
95

12
14
12
9

10
19
9
10

November 1989
11-02-89
11-09-89
11-16-89
11-22-89
11-30-89
December 1989
12-07-89
12-14-89
12-21-89
12-28-89
Januarv 1990
01-04-90
01-11-90
01-18-90
01-25-90
Februarv 1990
02-01-90
02-08-90
02-15-90
02-22-90
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March 1990
03-01-90
03-08-90
03-22-90

13
19
38

5
8
17

8
11
21

22
42
18
13
95

7
21
9
4

15
21
9
9

12
16
16
26
13
83

5
9
5
15
5

7
7
11
11
8

20

10

10

25
14
.18
77

13
4
10

12
10
8

17
22
23
62

7
5
7

10
17
16

22

10

12

13
15
19
15
10
94

6
6
5
3
3

7
9
14
12
7

April 1990
04-05-90
04-12-90
04-19-90
04-27-90
Mav 1990
05-03-90
05-10-90
05-16-90
05-24-90
05-31-90
June 1990
06-07-90
06-14-90
06-21-90
06-28-90
July 1990
07-03-90
07-19-90
07-26-90
Aucrust 1990
08-02-90
08-09-90
08-16-90
08-23-90
08-30-90
08-31-90
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September 1990
09-06-90
09-13-90
09-21-90
09-27-90

10
18
16
21
65

5
9
7
4

1008
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Table 2.

Mental H e a l t h Staffing:

Fiscal Y e a r 1990-1991

Total_____Males____ Females
October 1990
10-04-90
10-11-90
10-18-90
10-25-90

31
28
11
31
101

13
15
5
15

8
13
6
16

26
18
11
9
64

10
6
4
3

16
12
7
6

30
16
18
64

7
7
6

23
9
12

12
44
7
20
15
98

4
14
3
12
7

8
30
4
8
8

15
20
17
20
72

10
12
9
13

5
8
8
7

November 1990
11-01-90
11-08-90
11-15-90
11-29-90
December 1990
12-06-90
12-13-90
12-20-90
Januarv 1991
01-03-91
01-10-91
01-17-91
01-24-91
01-31-91
Februarv 1991
02-07-91
02-14-91
02-21-91
02-28-91
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March 1991
03-07-91
03-14-91
03-21-91
03-28-91

22
18
23
16
79

11
8
6
5

11
10
17
11

04-04-91
04-11-91
04-18-91
04-25-91

19
13
18
10
60

6
5
7
5

13
8
11
5

8
23
18
13
62

4
13
5
5

4
10
13
8

12
24
6
22
64

4
9
1
6

8
15
5
16

20
21
19
60

9
10
11

11
11
8

26
13
33
14
13
99

9
7
15
8
6

17
6
18
6
7

May 1991
05-02-91
05-16-91
05-22-91
05-30-91
June 1991
06-06-91
06-13-91
06-20-91
06-27-91
July 1991
07-11-91
07-18-91
07-25-91
Aucrust 1991
08-01-91
08-08-91
08-15-91
08-22-91
08-29-91
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September 1991
09-05-91
09-09-91
09-12-91
09-19-91
09-26-91

9
3
6
(44 reviewed and closed)
12
8
14
8
10.
7
45
868 (+ 44 = 912)
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T a b l e 3.
M e n t a l H e a l t h Staffing:
Fiscal Y e a r 1991-1992

Total_____Males____ Females
October 1991
10-03-91
10-09-91
10-17-91
10-24-91
10-31-91

14
16
14
20
18
82

9
4
12
10
11

5
12
2
10
7

16
21
11
48

7
10
8

9
11
3

28
28
21
5
82

13
17
9
2

15
11
12
3

13
20
16
21
12
82

6
13
10
8
4

7
7
6
13
8

16
18
17
17
68

11
11
10
6

5
7
7
11

November 1991
11-07-91
11-14-91
11-21-91
December 1991
12-05-91
12-12-91
12-19-91
12-26-91
January 1992
01-02-92
01-09-92
01-16-92
01-21-92
01-30-92
Februarv 1992
02-06-92
02-13-92
02-20-92
02-27-92
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March 1992
03-05-92
03-12-92
03-19-92
03-21-92
03-26-92
03-31-92

21
9
12
25
12
13
14
9
5
(170 reviewed and closed)
25
13
12
(46 reviewed and closed)
85

Auril 1992
04-02-92
04-09-92
04-16-92
04-23-92
04-30-92

13
15
17
12
19
75

6
8
8
6
5

7
7
9
6
14

12
22
16
16
66

2
10
5
12

10
12
11
4

9
31
16
56

7
20
7

2
11
9

33
9
22
22
13
99

14
3
9
10
8

19
6
13
12
5

Mav 1992
05-07-92
05-24-92
05-19-92
05-27-92
June 1992
06-04-92
06-11-92
06-18-92
Julv 1992
07-02-92
07-09-92
07-16-92
07-23-92
07-30-92
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August 1992
08-06-92
08-13-92
08-20-92

21

10

11

20

9

11

8

2

6

49
September 1992
09-02-92
09-02-92
09-10-92
09-17-92
09-24-92

31
14
17
(17 reviewed and closed)
15
6
9
17
6
11
15
6
9
78
870 (+ 233 = 1,103)
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Table 4.
M e ntal H e a l t h Staffing:
Fiscal Y e a r 1992-1993

Total_____Males____ Females
October 1992
10-01-92
10-08-92
10-14-92
10-15-92
10-22-92
10-22-92
10-29-92

21
8
13
13
4
9
(51 reviewed and closed)
27
14
13
13
4
9
(21 reviewed and closed)
12
6
6
86

November 1992
11-05-92
11-12-92
11-19-92

17
8
17
42

9
4
8

8
4
9

21
10
16
15
62

10
3
9
6

11
7
7
9

December 1992
12-03-92
12-10-92
12-17-92
12-31-92
January 1993
01-07-93
01-14-93
01-21-93
01-27-93
01-28-93

14
7
7
37
27
10
27
14
13
(43 reviewed and closed)
21
17
4
99

Februarv 1993
02-04-93
02-08-93
02-11-93
02-18-93
02-25-93

27
18
9
(13 reviewed and closed)
15
6
9
19
10
9
21
10
11
82

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

109

March 1993
03-04-93
03-08-93
03-11-93
03-18-93
03-25-93
03-30-93

17
7
10
(10 reviewed and closed]
25
13
12
18
9
9
12
7
5
(19 reviewed and closed]
72

Anril 1993
04-01-93
04-09-93
04-22-93
04-29-93

13
17
29
24
83

8
8
13
9

5
9
16
15

18
16
25
19
78

10
6
13
7

8
10
12
12

31
9
16
26
82

22
7
5
12

9
2
11
14

Mav 1993
05-05-93
05-13-93
05-20-93
05-26-93
June 1993
06-03-93
06-10-93
06-17-93
06-24-93
Julv 1993
07-01-93
07-01-93
07-08-93
07-15-93
07-22-93
07-29-93

35
19
16
(31 reviewed and closed)
17
8
9
14
6
8
16
6
10
26
17
9
108
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August 1993
32
14
10
13
69

12
6
5
10

20

8
35
10
53

6
19
3

2
16
7

oo in m

08-05-93
08-12-93
08-19-93
08-26-93
September 1993
09-02-93
09-23-93
09-30-93

916 (+ 188 = 1,104)
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Appendix I.
Referrals to the Mental Health Program
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